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OCCUPATIONAL THERAPY AS PART OF A TEAM-BASED APPROACH
IN PRIMARY CARE SETTINGS
Lydia Royeen, Ph.D.
Western Michigan University, 2020
The purpose of this project was to study issues related to occupational therapists integrating
into primary care settings, as part of a team-based approach and to best meet the needs of the clients.
This is a mixed methods study that examined quantitative and qualitative data for members
of the primary care team and occupational therapists working in primary care clinics. The Team
Climate Inventory-14 (Kivimaki & Elovainio, 1999) was selected as the quantitative measure
because it examines themes related to team functioning, which include vision, participative safety,
task orientation, and mutual support. Participants completed a semi-structured interview that
examined themes related to the principles of a team-based approach.
There was no statistical association (p < .05) of characteristics related to the occupational
therapists and aspects of team functioning. Both deductive and inductive themes were identified
based on occupational therapists’ and primary care team members’ experiences as they relate to
the five principles of a team-based approach (Mitchell et al., 2012) which include clear roles,
effective communication, shared goals, mutual trust, and measurable process and outcomes.
The occupational therapist’s complex role, the potential to offset provider responsibility,
and the provider as leader were themes identified by all participants in the study. Future research
on OT in the primary care setting should include patient outcomes, team member satisfaction,
and potential to offset provider responsibility. Limitations of the research include small sample

size, author bias, and leading prompts being provided; strengths include mixed methodology,
strategies used to improve trustworthiness, and innovative research on an emerging area of
practice.
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CHAPTER 1
INTRODUCTION
The Affordable Care Act (ACA) was fully implemented in 2014 with the intent of
expanding health care services and improving access to healthcare (Gaffney & McCormick,
2017); this expansion includes primary care services. Currently, there are 29 million Americans
who remain uninsured and the process for implementing future reform is unknown (Gaffney &
McCormick, 2017). Primary care, as defined by The Institute of Medicine (1994, p. 16), “is the
precision of integrated, accessible health care services by clinicians who are accountable to
addressing a large majority of personal health care needs, developing a sustained partnership
with patients, and practicing in the context of family and community.” The World Health
Organization (n.d.) states the goal of primary health care is “better health for all” which includes
five key concepts: “decreasing social disparities in health, organizing health services around
people’s needs and expectations, integrating health into all sectors, pursuing collaborative
models of policy dialogue, and increasing stakeholder participation.”
The U.S. Department of Health and Human Services released a publication in March 2016
which discussed the shift of traditional primary care models to patient-centered team-based primary
care (Schottenfeld et al., 2016). Team-based care aligns with the goals of the ACA as it is intended
to provide higher quality care with improved health outcomes to patients (Schottenfeld et al.,
2016). Primary health care is shifting to emphasize high-functioning teams to establish longterm relationships and coordinate care amongst various professionals (Schottenfeld et al., 2016).
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The shifting health care system has not identified one gold standard team. This paper will
address occupational therapists as part of team-based care teams within primary care settings.
Background of Study
Primary Care Clinicians
Primary care clinicians include nurse practitioners (NPs), physician assistants, (PAs)
medical doctors (MDs), and doctors of osteopathic medicine (DOs) (Bodenheimer & Grumbach,
2007). With changing health care delivery models, each primary care clinician is experiencing
an increased responsibility when providing services in the primary care setting. In 2019, there
were 479,856 primary care physicians with active licenses, including MDs and DOs, according
to the Henry J. Kaiser Family Foundation (Henry J. Kaiser Family Foundation, “Professionally
active physicians,” n.d.). In today’s current healthcare system, there is concern for a shortage of
primary care physicians in the future since the aging population is living longer (HRSA, 2013;
Petterson et al., 2015). A study conducted by Health Resources and Services Administration
Bureau of Health Professions, National Center for Health Workforce Analysis, predicts a shortage
of 20,400 physicians if there is no change to primary care delivery (HRSA, 2013). In a separate
report by the Association of American Medical Colleges, there is expected to be a primary care
physician shortage of 7,300–43,100 physicians by 2030 (Dall et al., 2017).
According to the American Association of Nurse Practitioners (2020), there are over
200,000 NPs delivering care within primary care settings in February of 2020. According to the
Henry J Kaiser Family Foundation there were 88,604 PAs working in the United States in March
2019 (Henry J. Kaiser Family Foundation, “Total number of physician assistants,” n.d.), and
approximately 19,231 practicing PAs in primary care in 2016 (National Commission on
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Certification of Physician Assistants, 2017). The increase in the number of NPs and PAs is
indicative of new practice models. There is a decline in the number of physicians; however,
other primary care clinicians are providing care to the population, as noted by the growing
number of NPs and PAs (Van Vleet & Paradise, 2015).
The Association of American Medical Colleges suggests new care-delivery and financing
models be studied in order to collect more data to improve the healthcare workforce (Dall et al.,
2017). A team-based approach is an example of a new delivery model that could be suggested to
examine outcomes (American Association of Nurse Practitioners, 2020).
Primary Care Background
Barbara Starfield, an expert in primary care, identified four pillars of primary care in her
1998 book Primary Care: Balancing Health Needs, Services, and Technologies. The pillars are:
(1) first contact care, (2) continuity over time, (3) comprehensiveness, and (4) coordination with
other parts of the health system (Starfield, 1998). Primary care allows patients to have first
contact with healthcare professionals; this may include a visit for an acute onset of symptoms,
onset of an illness, or establishing care as part of a wellness visit (Bodenheimer & Grumbach,
2007). Continuity of care is linked with better health outcomes (Bodenheimer & Grumbach,
2007). In addition, a patient may have an established relationship with a primary care clinician
which may contribute to a more holistic practice as opposed to treating only the diagnosis
(Bodenheimer & Grumbach, 2007; Starfield et al., 2005).
The primary care clinician’s responsibility includes providing comprehensive care, which
entails preventive, acute, chronic, palliative, or supportive care; if he or she is not capable of
providing such care, an appropriate referral is needed (Bodenheimer & Grumbach, 2007). The
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primary care clinician is also responsible for the coordination of care whereas the clinician is
responsible for integrating information from various entities, including specialists (Bodenheimer
& Grumbach, 2007; Starfield, 1998). The primary care clinician’s responsibility may be vast as
they are the responsible entity for coordinating care amongst even the most medically complex
clients that may have multiple chronic conditions.
Team-Based Care
A team-based approach in health care is complex and includes multiple components. The
definition of team-based care is:
the provision of health services to individuals, families, and/or their communities by at
least two health providers who work collaboratively with patients and their caregivers—
to the extent preferred by each patient—to accomplish shared goals within and across
settings to achieve coordinated, high-quality care (Mitchell et al., 2012, p. 5).
Five core principles to a team-based approach have been identified by Mitchell et al. (2012),
including: shared goals, clear roles, mutual trust, effective communication, and measurable
processes and outcomes (p. 6), which will be described in the following section. These core
principles are applicable to any team-based situation, which include disaster relief, hospital
teams, and office-based care teams as a few examples (Mitchell et al., 2012, p. 1). For the
purposes of this research, the team in team-based approach will refer to a health care team
working in primary care settings. Overall it is difficult to perform research on team-based care
as there is a lack of common definitions (Mitchell et al., 2012); therefore, definitions and
concepts will be fully discussed in this introduction chapter.
One principle of team-based approach is shared goals, which “reflect patient and family
priorities, and that can be clearly articulated, understood and supported by all team members”
(Mitchell et al., 2012, p. 6). Shared goals ensure all parties—including health care professionals,
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the patient, and the patient’s family—are all working towards the same outcome. Specifically in
the primary care setting, all primary care team members strive to provide the best care for the
patients, and this often times occurs at the initial meeting with the family (Mitchell et al., 2012,
p. 6). Having clear roles establishes responsibilities, team members’ functions, and accountabilities
within the primary care team, which improve the team’s efficiency and “make it possible for the
team to take advantage of division of labor, thereby accomplishing more than the sum of its part”
(Mitchell et al., 2012, p. 8). The idea of the team working together and producing a higher
quality outcome, compared to individuals working separately, ties closely with the theoretical
foundation guiding this research in General Systems Theory, and will be further explained later
in this chapter (Hanson, 1995).
Mutual trust is another principle and occurs when team members have enough faith to
“allow for greater opportunities for shared achievement” (Mitchell et al., 2012, p. 14).” If there
is trust between the various team members, information is seen as reliable and a health care
professional can synthesize information from other team members to better inform his or her
practice. An example of mutual trust on a primary care team is the physician trusting the physician
assistant or nurse practitioner to obtain a full medical history on the initial encounter or trusting
the occupational therapist to obtain information about the client’s functioning level. Effective
communication is the result of regular and honest communication (Mitchell et al., 2012).
Ideally, all team members should have access to a form of effective communication which is
access to information across the continuum of care, such as conference meetings or electronic
medical records (EMR) (Mitchell et al., 2012, p. 16).
Finally, the principle of measurable processes and outcomes examines the success and
failures of the team, team functioning, and reviews the status of goals; periodically outcomes
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should be assessed and modified as appropriate (Mitchell et al., 2012, p. 18). The principles are
not mutually exclusive and may interact with one another to varying degrees (Mitchell et al.,
2012). For example, trust is necessary for effective communication and clear roles. Another
important consideration for a successful team-based approach is to consider characteristics of an
individual—for example, shared values are necessary to promote a successful team-based
approach (Mitchell et al., 2012). Honesty, discipline, creativity, humility, and curiosity are all
personal values and characteristics that are identified for individuals to perform well within a
team (Mitchell et al., 2012).
Occupational Therapy Background
The overarching goal of occupational therapy is for patients to “achieve health, wellbeing and participation in life through engagement in occupations” by providing holistic and
client centered care (AOTA, 2014, p. S4). Occupational therapists have a unique value of
focusing on function while considering aspects of the client, including personal, environmental,
social, cultural and temporal contexts of the individual (AOTA, 2014, p. S4; Hildenbrand &
Lamb, 2013). In 1917 occupational therapy first became a profession, first emerging in mental
health and further established its practice in physical disability during World War I (AOTA,
2017). Occupational therapy practice has evolved depending on societal changes as OT practice
progressed from mental health to meet the demands of individuals returning from war in the 20th
century. The profession has continued to evolve and OTs now practice in a variety of settings,
which include hospital, clinical, school, home and community settings (AOTA, 2014).
Occupational therapy practice has the potential to continue to change to meet the needs of
populations and the changing health care environment.
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Occupational therapists work with a variety of populations from the neonatal to geriatric
populations (AOTA, 2014). Occupational therapists can provide services in direct one-on-one
practice or group interventions that include family, friends, and/or caregivers along in the process
(AOTA, 2014). Occupational therapists are well equipped to provide a variety of interventions,
which include health promotion, remediation and restoration, maintenance, modification, and
disability prevention interventions (AOTA, 2014, p. S33). Occupational therapy provides a wide
array of interventions and examples as described and organized by the American Occupational
Therapy Practice Framework (AOTA, 2014, pp. S19-S21). Occupational therapy promotes
participation in occupations, which are “various kinds of life activities in which individuals,
groups, or populations engage, including activities of daily living, instrumental activities of daily
living, rest and sleep, education, work, play, leisure, and social participation” (AOTA, 2014,
p. S19). Activities of daily living (ADLs) are activities that are essential in order for a person
to take care of himself or herself and include bathing, toileting, dressing, feeding, functional
mobility, and grooming (AOTA, 2014, p. S19). An example of an intervention to promote
dressing is educating an individual after hip surgery on using a long handled reacher, sock aid,
and long handled shoehorn so they can independently dress themselves and abide by postsurgical precautions.
Instrumental activities of daily living are more complex activities than ADLs, and address
“activities to support daily life within the home and community” (AOTA, 2014, p. S19). These
activities include: care of others, care of pets, child rearing, communication management, driving
and community mobility, financial management, health management, meal preparation and cleanup,
religious or spiritual activities, shopping, and emergency maintenance (AOTA, 2014, p. S19).
An example of an intervention an occupational therapist could provide to promote health
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management is educating an older adult who has difficulty opening medicine bottles to use a pill
organizer. In addition, an occupational therapist may educate an individual after a stroke on
adaptive cutting equipment for large vegetables, to promote participation in meal preparation.
Occupational therapists also focus on interventions to promote rest and sleep to achieve
“restorative rest and sleep” (AOTA, 2014, p. S20). Rest, sleep preparation, and sleep participation
are all categories the profession addresses. For example, in sleep participation, the occupational
therapist can educate the client on the importance of engaging in similar routine tasks before bed
to promote proper sleep hygiene. Education is another area occupational therapists can address,
which includes “activities needed for learning and participating in the educational environment”
(AOTA, 2014, p. S20). Work, Play, Leisure, and Social Participation are other examples of
occupations in which occupational therapists may promote participation through interventions.
For example, occupational therapists may educate a client on energy conservation techniques so
they have enough energy to participate in a leisure occupation of attending church on Sunday.
Occupational therapists have the potential to be effective members of a team-based
approach within a primary care setting as they strive to promote quality of life through engagement in meaningful occupations (AOTA, 2014; Dahl-Popolizio et al., 2016; Koverman et al.,
2017; Roberts et al., 2014). Occupational therapists also complete an occupational profile as
part of the initial evaluation, which obtains pertinent information about the client—such as their
current level of functioning and home environment—for the development of client-centered
goals (AOTA, 2014). The occupational profile is a client-centered approach unique to the
Occupational Therapy profession to discover what matters to the client. Obtaining and sharing
this information amongst the primary care team may contribute to team-based approach principles,
as discussed earlier (Mitchell et al., 2012).
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Occupational therapists work towards the principle of shared goals by providing access to
services and promoting quality of life while collaborating with other members of the team, the
client, and the client’s family to identify client-centered goals (Mitchell et al., 2012). Mutual trust
is in this example, as members of the team trust the occupational therapist’s information and
assessment. Clear roles are identified, as the occupational therapist’s role on the team is to identify
information related to functioning and obtain information on the home environment (Mitchell et
al., 2012). Effective communication can disseminate this information amongst the team.
In addition, occupational therapists provide interventions that address the person holistically,
including physical, mental, and social areas of concern (AOTA, 2014; Dahl-Popolizio et al., 2016;
Koverman et al., 2017; Roberts et al., 2014). Occupational therapy clinicians are beginning to
practice in primary care settings, and OT in the primary care setting was identified in 2014 as an
emerging area of practice within the United States (Roberts et al., 2014). Currently there is a
limited number of occupational therapists working in the primary care setting as no information
is found on prevalence of OTs working in primary care. Occupational therapy in the primary
care setting is an emerging field and models of practice are beginning to be developed (DahlPopolizio et al., 2016; Eichler & Royeen, 2016; Koverman et al., 2016).
Theoretical Framework
General Systems Theory provides the theoretical base for this research. Rather than
borrowing from a single theoretical foundation from occupational therapy, nursing, or medicine,
General Systems Theory allows for the integration of multiple constructs to integrate and explain
hierarchical concepts. As Barbara Gail Hanson states in General Systems Theory Beginning with
Wholes (1995), “In sum, a wholes approach provides a means of reframing the classical debates
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about assumptions to which conventional theories are tied. This lies in an epistemological shift to
seeing a world of relational wholes, rather than discrete individual pieces” (p. 10). General Systems
Theory allows for professions, practicing from differing theoretical foundations, to work together
beyond their practice assumptions in order for collaboration to occur. The focus at the end result
is the output of the interactions provided by the various healthcare professionals within the primary
care setting in this study. A team-based approach in primary care settings, while including an
occupational therapist, is an innovative idea. General Systems provides a framework for different
disciplines, from separate theoretical backgrounds, to work together towards a common goal.
General Systems Theory examines the interrelated and interdependent parts from a broader
perspective, as opposed to examining each discipline individually.
General Systems Theory is an open system, which means the organization is strongly
influenced by the environment (Haines, 2000). For this research, primary care is the open
system heavily influenced be the contextual environment. General Systems Theory is free of
assumptions and beliefs regarding function of the system, which makes it free of paradoxical
conflicts due to the assumptions and beliefs held by others. As a result, it provides a theoretical
base for the integration of new ideas such as the integration of OT into the primary care team.
With integration, healthcare professionals are able to collaborate, beyond their professional
assumptions, through the regulatory mechanism of the feedback loop. Please refer to Figure 1
for this concept (Haines, 2000).
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Figure 1. Open System and OT in Primary Care (Haines, 2000).
For this research, the system is primary care and provides a certain level of output which
are desired outcomes; for this study, it includes best care for clients in the primary care setting.
Feedback from the environment (clients, the larger organization, and society) gives to the system,
primary care, via input on a routine basis (Haines, 2000). As a result, the system (primary care)
must then process this throughput and the primary care team members then make changes to
produce a different outcome or output. In behavioral terms, feedback from the environment helps
shape the system. The theory provides a conceptual framework to examine the strategies and
barriers to the integration of OT into a hierarchical system to produce a different output. This
system is dynamic and changing to strive to provide the best care to clients. The hierarchical
system of primary care is natural and provides structure among the primary care team members
from a personal achievement standpoint (Milsum, 1972).
General Systems Theory looks beyond a direct cause and effect and examines indirect
consequences as well (Hanson, 1995). A team-based approach in the primary care setting, which
includes an occupational therapist as part of the team, strives to improve patient health as the
primary outcome. There are multiple entities working together as part of this approach under
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General Systems Theory, which include OT, MD, social worker, etc. This team approach may
result in increased services and education for the patients and have positive results for members
of the primary care team. The primary care clinician may feel less stressed as they are sharing
the workload and responsibility with other members of the primary care team (Bodenheimer &
Grumbach, 2007). The occupational therapist may address an area of deficit the provider did not
have adequate time to review, such as fall prevention (Koverman et al., 2017). These components
are part of a team-based approach and are acknowledged in General Systems Theory because it
is assumption free.
General Systems Theory may be the guiding theory of the primary care team working
together towards the shared goal of providing the best patient care. The primary care team has
several disciplines working collaboratively to achieve the common goal, and these individual
disciplines are working from their own theoretical foundation while providing services within
their scope of practice. The Person-Environment-Occupation-Performance (PEOP) (Baum &
Christiansen, 2015) and Model of Human Occupation (MOHO) (Taylor & Kielhofner, 2017) are
theoretical frameworks from which occupational therapy practitioners working in the primary
care setting borrow when providing interventions and treatment plans within the primary care
setting. The theories will be described in more detail in the literature review. Both theoretical
foundations emphasize the individuals from a holistic perspective while understanding the
importance of engaging in meaningful occupations (Baum & Christiansen, 2015; Taylor &
Kielhofner, 2017).
General Systems Theory is a theory to allow innovation and progress to promote a “better
world” (Rousseau, 2015, p. 523). General Systems Theory allows different disciplines to come
together and allow problem-solving when challenges arise to improve processes or protocols
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(Rousseau, 2015) as identified in Figure 1. For example, the question of how to provide best
healthcare arises when thinking about team-based approaches versus non team-based approaches.
General Systems Theory would support the development of an integrated team to provide
services, as this may be a solution to challenges in health care which include patient outcomes,
cost-effectiveness, and employee and patient satisfaction. General Systems Theory supports
interdependence of professionals on a team to unite in a setting with the intent to improve
healthcare by addressing a lack in current knowledge (Rousseau, 2015).
In the article “General Systems Theory: Its Present and Potential” by David Rousseau
(2015), the author makes an analogy of General Systems Theory to Maslow’s Hierarchy of Needs.
In order to have true interdependence with entities, certain criteria should be met from a general
systems perspective, which include access to resources, fairness, sharing, understanding, alignment
of values, understanding of value and purpose, overcoming limitations, and transforming ego, to
provide a few examples (Rousseau, 2015, p. 530). These also correlate with the five principles
of a team-based approach, previously stated (Mitchell et al., 2012). The principles contribute
to the criterion identified—for example, effective communication promotes fairness, sharing,
understanding, and assisting to overcome limitations and transform egos.
Statement of the Problem
The shift in healthcare has emphasized the importance of a team-based approach in
primary care settings. Research examining team-based approaches in primary care settings is
linked to positive patient outcomes, cost reduction, and reduced hospital admissions (Gandhi et
al., 2017; McLellan et al., 2012). The structure of primary care teams varies depending on the
setting and may include various members of the allied health professions. The primary care
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setting is an emerging field for occupational therapy (Roberts et al., 2014). Currently there are a
limited number of occupational therapists working in the primary care setting as part of a primary
care team (Dahl-Popolizio et al., 2016). Literature is emerging describing the implementation
and practice of occupational therapy (OT) services as part of a team-based approach within a
variety of primary care settings (Dahl-Popolizio et al., 2016; Eichler & Royeen, 2016; Koverman
et al., 2017). Furthermore, there is no identified research exploring the experiences of primary
care teams when working with occupational therapists. This research will examine occupational
therapy as part of the primary care team within a variety of primary care settings.
Purpose of the Study
The purpose of this project is to study issues related to occupational therapists integrating
into primary care settings, as part of a team-based approach, to help meet the needs of clients in
the most effective manner. Team functioning of the primary care team, including occupational
therapist, will be explored. In addition, experiences of the primary care team, related to teambased approaches, will also be examined. This will contribute to the knowledge of literature
about team-based approaches in primary care settings, specifically when an occupational
therapist is present. This study will provide information on how OTs integrate and function as
part of a team-based approach within primary care settings.
The research will include a semi-structured interview with the members of the primary
care team, and additional questions for the occupational therapist. The qualitative descriptive
analysis will allow themes to emerge and to identify if they relate to team-based principles as
appropriate. In addition, overall team functioning of the primary care team will be examined
using a quantitative measure. The quantitative measure, The Short Version of the Team Climate
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Inventory-14 (TCI-14), was selected because it examines themes, related to team functioning,
which include vision, participative safety, task orientation, and mutual support (Kivimaki &
Elovainio, 1999). The TCI-14 was validated with employees working in health care and social
service departments (Kivimaki & Elovainio, 1999).
The overarching rationale of this research is to serve the needs of patients seeking primary
care services in the most effective manner. A team-based approach in primary care setting is
effective at improving outcomes for individuals (McLellan et al., 2012). Team-based approaches
in primary care settings are beneficial; therefore, further examination about primary care teams
with an occupational therapist present is warranted. Occupational therapists have not been
studied as part of a primary care team from this writer’s knowledge. The results of this research
may further inform future research designs related to primary care outcomes or team processes.
In addition, relevant diagnoses and interventions with which occupational therapists are working
in primary care settings will be examined, and will further inform future research designs to
specifically focus on a disease process or population.
Primary care clinicians’ responsibilities have increased; one contributing factor is the
increase in number of patients who have chronic conditions, and the potential shortage of
primary care physicians (Bodenheimer & Grumbach, 2007). Expanding to a team-based
approach with an occupational therapist present may offset some responsibility to the primary
care team and decrease the burden of the primary care clinician. The team-based care approach
could prompt primary care clinicians to seek non-physician assistance from “care coordinators,
social workers, nutritionists, and other health workers, thus creating opportunities for bettercoordinated care and efficient care delivery” (Kirch et al., 2012, p. 441). Team-based care is
also effective for chronic care management (Kirch et al., 2012, p. 441).
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Occupational therapists have the potential to be part of team-based care in primary care
settings and their services have been found to be beneficial within the hospital setting among the
team providing services. Occupational therapy services, in a hospital setting, have been found to
be the only indicator for decreased hospital re-admissions for heart failure, pneumonia, and acute
myocardial infarction, of the 19 categories examined (Rogers et al., 2017). The unique focus of
occupational therapists to examine patients’ functional and social needs were contributing factors
preventing re-admissions as identified by the researchers (Rogers et al., 2017). These skills may
be useful for primary care clinicians as part of the primary care team.
Research Questions
1. What characteristics of the occupational therapist are associated with team functioning
amongst the primary care team?
2. How do experiences of primary care team members fit with the principles of a teambased approach when an occupational therapist is present in the primary care setting?
Hypotheses
Question One: Team functioning is higher, with a variety of OT characteristics, with occupational
therapists working as part of the primary care team in primary care settings.
Question Two: Overall the research is anticipated to identify themes and examples related to all
principles of team-based approach.
Significance of the Study
Several overarching goals contribute to the significance of the study and will be identified:

17
1. Examining team-based approach: This study will examine a team-based approach when
an occupational therapist is present within a variety of primary care settings and will
contribute to this body of knowledge.
2. Occupational therapy part of primary care team: This study will establish if occupational
therapists are able to work as part of a primary care team, specifically examining team
functioning. It will also examine important themes from other members of the primary
care team through qualitative methodology.
3. Roles of occupational therapy in primary care: The roles of the occupational therapist in
primary care will be examined to further establish OT’s role within primary care settings.
4. Integration of occupational therapy in primary care: There is limited literature identifying
occupational therapy’s successful integration into primary care settings (Koverman et al.,
2017). This study will identify settings where an OT is practicing on a primary care team.
In addition, barriers to and support for OT integration will also be identified.
5. Perceptions of occupational therapy: This study seeks to find out primary care teams’
perceptions of occupational therapy and services provided; this study seeks to give a
better understanding of OT services within primary care settings—specifically, perceptions of individual professions will be discussed.
Glossary Terms
•

Occupational Therapy: “The therapeutic use of everyday life activities (occupations)
with individuals or groups for the purpose of enhancing or enabling participation in
roles, habits, and routines in home, school, workplace, community, and other settings.
Occupational therapy practitioners use their knowledge of the transactional relationship
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among the person, his or her engagement in valuable occupations, and the context to
design occupation-based intervention plans that facilitate change or growth in the
client factors (Body functions, body structures, values, beliefs, and spirituality) and
skills (motor, process, and social interaction) needed for successful participation”
(AOTA, 2014, p. S1).
•

Occupational therapist(s): “are responsible for all aspects of occupational therapy
services delivery and are accountable for the safety and effectiveness of the occupational
therapy service delivery process” (AOTA, 2014, p. S1).

•

Occupation: “daily life activities in which people engage” (AOTA, 2014, p. S6).

•

Primary care: Primary care, as defined by The Institute of Medicine (1994), “is the
precision of integrated, accessible health care services by clinicians who are accountable
to addressing a large majority of personal health care needs, developing a sustained
partnership with patients, and practicing in the context of family and community”
(p. 16).

•

Team-based care: “the provision of health services to individuals, families, and/or
their communities by at least two health providers who work collaboratively with
patients and their caregivers-to the extent preferred by each patient—to accomplish
shared goals within and across settings to achieve coordinated, high-quality care”
(Mitchell et al., 2012, p. 5).

•

OT in primary care: An occupational therapist present, or closely affiliated, with a
primary care office providing direct services to the primary care clients while collaborating with all team members, including the primary care clinicians.
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•

Primary care team: Consists of the primary care clinician and all team members who
contribute to the team-based approach

•

Team members: For the purposes of this research study, this includes primary care
clinicians and all other team members who are responsible for providing direct care to
the patient and include occupational therapy, physical therapy, speech-language
pathology, respiratory therapy, orthotics, nutritionist, and case management/social
worker.

•

Primary care clinicians: Physicians (MD and DO), nurse practitioners (NP), and
physician assistants (PA) who work in primary care settings (Bodenheimer &
Grumbach, 2007).
Methods

This mixed-methods study examines occupational therapy working as part of a team in
various primary care settings. A mixed methods approach will provide a thorough examination
of occupational therapy within the primary care setting. Participants will be recruited from
primary care settings, or specialty primary care settings, where an occupational therapist works
as part of the team providing care to patients, and will include primary care clinicians and allied
health professionals. The quantitative study will examine team functioning among all members
of the team through a standardized questionnaire, the Team Climate Inventory-14 (Kivimaki &
Elovainio, 1999). The qualitative study will consist of a semi-structured interview that examines
team members’ and occupational therapists’ experiences working as part of a team-based
approach; specifically, the principles of a team-based approach will be explored through
qualitative description and subsequent content analysis (Sandelowski, 2000). In addition,
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general background information and demographic information of the primary care team and
occupational therapists taking part in the study will be obtained.
Limitations of the Study
There are a few identified limitations of the current research design phase. The sample
population would be considered a convenience sample. The quantitative measure is not validated
within the United States; this will be discussed further in methodology. This therapist is a
practicing OT in the primary care setting, and is a researcher in the study, which may provide
bias in the results towards a favorable trend. In addition, a primary care site this occupational
therapist works in will be contacted to participate in this study; this may produce favorable
biases with responses, despite best measures to maintain anonymity.
Organization of Dissertation
This chapter has reviewed background information, purpose and rationale for research
and significance of research. The research questions along with the hypothesis have been stated.
Common terms with definitions have also been included. The theoretical foundation, methods
and limitations have briefly been described. The following chapters are included in the dissertation:
Chapter 2: Review of Literature
Chapter 3: Research Methodology
Chapter 4: Results and Analysis
Chapter 5: Discussion of Findings

CHAPTER 2
LITERATURE REVIEW
The literature review seeks to connect and explain health care from a systems level, to a
discipline-specific level, which is occupational therapy. The literature review will begin with a
brief overview of our current health care system. Primary care and its components will be
described in detail. Team-based approaches will be explored, and literature supporting the
benefits of implementing team-based approaches will be included. Lastly, occupational therapy
in primary care will be examined and will include potential benefits, theoretical foundation,
current literature, operationalization, and cost implications.
Health Care System in the U.S.
The United States health care system is complex as there are multiple entities involved in
providing a wide array of services to the population; a broad overview of the U.S. healthcare
system will be described. The United States health care system does not have a national health
insurance program that is funded through taxes (Shi & Singh, 2015). The financing, insurance,
delivery, and payment differs for each individual depending if insurance is provided through
private sectors or public sectors that are supported by the government (Shi & Singh, 2015). In
2016, 67.5% of the population had private health insurance and 37.3% had government coverage
(Barnett & Berchick, 2017). The government provides insurance for select populations, such as
low income, pediatric, or geriatric populations through Medicare, Medicaid and the Children’s
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Health Insurance Program (CHIP) (Shi & Singh, 2015). Insurance provided by employers is
from the private sector, which is a quasi-healthcare market (Shi & Singh, 2015).
Primary Care
Background
Primary care first emerged in the United Kingdom in the 1920s, describing primary health
care centers where individuals in the region sought services (Starfield et al., 2005). After WWII,
the United States drifted away from primary care and focused on specializing in different areas
of medical practice (Starfield et al., 2005). In the 1960s family medicine became a specialty area
of practice, which meant physicians could get additional training to become a primary care
physician or generalist (Bodheimer & Grumbach, 2007; Starfield et al., 2005). In the 1980s and
1990s, the emergence of managed care plans attributed to primary care clinicians becoming
‘gatekeepers’; the primary care clinician was responsible for providing a referral in order to be
seen by a specialist, for example, dermatology (Bodheimer & Grumbach, 2007).
Components of Primary Care (Starfield)
Capacity
Starfield (1998) describes primary care from a systematic perspective. Starfield describes
primary care systematically to include capacity, performance, and outcomes (1998). Capacity
and performance will be primarily discussed as the purpose of this research, which is directly
related to the processes of primary care offices and is not directly related to outcome; outcomes
may be more appropriately examined in follow up studies.
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Barbara Starfield (1998) described capacity as necessary structural components of a
health care system in order to adequately provide services to clients and as being needed for
successful health care implementation for clients. These include: personnel, facilities and
equipment, management and amenities, range of services provided by facilities, organization of
services, mechanics for providing continuity of care, mechanisms for providing access to care,
arrangement for financing, delineation of the population eligible to receive services, and
governance of the health system (Starfield, 1998, pp. 27–28).
The proposed research study integrates occupational therapy within the primary care
setting. This would directly affect some aspects of capacity, which include personnel, range of
services provided by facilities, organization of services, mechanics for providing continuity of
care, mechanisms for providing access to care, and delineation of the population eligible to
receive services. The occupational therapist would be adding personnel to the office, which
would increase the range of services provided by the facility. Subsequently, this would be a
mechanism for providing access to care and providing services to those who would otherwise not
be able to receive services immediately. Clients may have difficulty going to multiple appointments
on different days due to a variety of reasons, including physical condition(s) or transportation
needs; an occupational therapist as part of the primary care teams would expand the services
provided within the office and improve the capacity of the office.
Performance
Starfield also described the processes of health care system, which include the delivery of
services and the recipient of services; the delivery of services will be the primary focus discussed
in this section (Starfield, 1998, p. 28). The primary care provider must recognize a problem or need
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that patient, or population, has and must be clearly identified; this is called problem recognition
(Starfield, 1998). This can be identified through clinical observations, testing results or standard
preventative measures (e.g., mammogram). This is followed by a formal diagnosis by the
provider, and is necessary for the following step of creating a treatment plan or managing the
problem appropriately (Starfield, 1998, pp. 28–29). After the treatment has been initiated and
completed, it is followed with re-assessment (Starfield, 1998).
The occupational therapist may be involved in this process. The primary care clinician is
the only entity that can diagnose; however, the occupational therapist can give supportive data to
the primary care provider to make a well-informed decision. For example, the occupational
therapist may perform a cognitive screen and examine home safety, which would further inform
the clinician’s assessment. The occupational therapist may also be involved with treatment or
management of symptoms and may provide interventions to address areas of concern to alleviate
symptoms of the diagnosis. For example, if an individual has swelling of the lower extremities,
the occupational therapist may provide education on the use of long handled adaptive equipment
to make lower body dressing easier. Finally, occupational therapists may also be involved in reassessments. The occupational therapist may re-administer the cognitive assessment during the
next visit, follow up on home safety, or examine the status of lower body dressing.
Attributes of Primary Care
Starfield describes four attributes of primary care, or pillars, briefly discussed in the
introduction. First-contact care is described as the client seeking the primary care clinician
with the onset of a new problem or diagnosis (Starfield, 1998, p. 30). A key feature of this is
accessibility; the client must perceive the primary care clinician’s office to be accessible
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(Starfield, 1998). Longitudinally, continuity over time refers to providing appropriate care to the
client over a period of time, with an emphasis on strong interpersonal relationship (Starfield, 1998).
Comprehensiveness entails the referral process to specialty care providers or other supporting
services at home or in the community as needed (Starfield, 1998, pp. 30–31). Preventative
services are also included. Coordination, or integration, of care entails comprehensiveness in
understanding the patient from one visit to another and following up adequately; continuity of
care and problem recognition are essential to provide coordination of care (Starfield, 1998).
These attributes of primary care improve the patient’s experiences and care provided; occupational therapists may be contributing members of the primary care team that promote the four
pillars.
Models of Primary Care
Different models of primary care will now be described; these models have the potential
to include occupational therapy services working as part of the primary care setting. A Patient
Centered Medical Home (PCMH) emphasizes a team-based care approach where non-physicians,
associate care professionals (ACPs), are able to provide services to clients (Annis et al., 2016).
Increasing access to ACPs has the potential to improve access and quality of care and decrease
potential time constraints of providers (Leach et al., 2017). An occupational therapist can be a
part of a team-based approach within a PCMH. However, there is no policy or legislation that
identifies which disciplines are included as part of this team-based approach and occupational
therapy is not a guaranteed service within PCMHs (Leach et al., 2017; Pape & Muir, 2019). In
addition, reimbursement structure is a challenge with PCMHs (Leach et al., 2017).
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Federally Qualified Health Centers (FQHC) are community-based primary care settings
that receive funding from the Health Resources and Services Administration (HRSA) and provide
healthcare to underserved populations (HRSA, 2018). These services can potentially decrease
overall healthcare expenditure for this population as well as improve overall health of these
individuals (Murphy et al., 2017). Including occupational therapy as part of FQHCs could
potentially contribute to care of these individuals by furthering the triple aim (Berwick et al.,
2008; Murphy et al., 2017). Occupational therapists have the potential to be a part of primary
care teams in a PCMH or FQHC; however, data is not currently available on how many occupational therapists are working in these types of settings.
Team-Based Approach
There are several benefits of a team-based approach with regards to positive outcomes;
for the purposes of this research paper a team-based approach includes multidisciplinary or interdisciplinary approaches. According to a meta-analysis, a multidisciplinary or interdisciplinary
approach contributed to higher quality care of patients who had strokes (Clarke & Forster, 2015).
In hospital teams, a multidisciplinary approach has contributed to patient outcomes, improved
patient and employee satisfaction, as well as decreases in adverse events, based on a systematic
review (Epstein, 2014).
Several studies will now be described; the outcomes in the studies support team-based
approaches. A cohort observational study identified a multidisciplinary approach with patients
who had non-alcoholic fatty liver disease was associated with improvement in lab values related
to liver function and cardio-metabolic related health (Moola, 2019). The authors also concluded
this contributes to cost-effectiveness with patients who have poorly controlled type 2 diabetes
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(Moola et al., 2019). A multidisciplinary approach, with a nurse led intervention, was identified
to lead to greater quality of life in a literature review of patients with inflammatory arthritis (Hall
et al., 2018). A retrospective cohort study of n = 13,098 participants in fee-for-service primary
care settings found interdisciplinary outpatient geriatric care had the potential for decreased
hospital admissions, decreased Medicare payments for hospitals, subacute nursing facilities
(SNF) and home health care services (Famadas et al., 2008). A team-based approach has the
potential to lead to greater outcomes with regard to cost effectiveness, improving patient outcomes,
and employee and patient satisfaction.
Stages of Team Development
Stages of team development are relevant to consider when discussing a team-based
approach as they are necessary in order to make a high functioning team (Farrell et al., 2001).
The stages of team development were first published by Tuckman (1965), updated in 1977 by
Tuckman and Jensen, and are used in group development literature (Farrell et al., 2001; Tuckman
& Jensen, 1977). A brief explanation will be provided of the stages of team development since
it is relevant to team functioning as it relates to a team-based approach within a primary care
setting. The stages of team development include forming, storming, norming, performing, and
adjourning (Tuckman, 1965; Tuckman & Jensen, 1977).
The forming stage includes team members introducing themselves and getting to know
one another (Farrell et al., 2001; Tuckman, 1965). The storming stage can be the most difficult
stage, and includes roles and responsibilities emerging out of team members’ interactions; tensions
can rise if unresolved conflicts are not addressed—for example, territory over specific roles by
different professions (Farrell et al., 2001; Tuckman 1965). The norming stage emerges when
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there is agreement on different professions’ roles and identification of leadership while the group
begins to focus on team goals; the performing stage occurs when the team is more developed and a
clear mission has been established and any issues that arise are settled constructively (Farrell et al.,
2001; Tuckman 1965). Finally, the adjourning stage occurs when the team’s goals have been
achieved (Farrell et al., 2001; Tuckman & Jensen, 1977). The stages of team development
should be considered when individuals from a team-based approach work with another during
team integration.
Occupational Therapy and Primary Care
Occupational therapy in the primary care setting is an emerging field, with limited literature published and limited research studies that identify the direct benefits of OT interventions
within primary care settings. Literature expanding beyond the U.S. health care system will be
examined, as appropriate, to contribute to the existing body of knowledge within this specific
topic area. Occupational therapy requirements and educational process will be described, to
provide rationale on why OTs are equipped to provide services within the primary care settings.
The first emergence of primary care in occupational therapy will be described to provide thorough
background information on this practice. Overall, literature available about OT in the primary
care setting varies and will be organized comprehensively. Relevant occupational therapy-based
theories will be discussed to provide evidence as to why OTs have the skills to practice in primary
care settings. Current literature related to clinicians, models of practice, and interventions will
be described. This will identify literature related to implementation strategies, roles, supports,
and barriers of occupational therapists working in the primary care setting. The conclusion will
address potential cost savings.
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Occupational Therapy Background
Occupational therapists provide a variety of interventions to individuals and groups
across the lifespan. While doing so, occupational therapists have a unique focus on the relationship to function while examining all aspects of an individual, which include personal,
environmental, cultural, and social aspects of an individual. Occupational therapists have
extensive educational training to have the skills and knowledge to provide these services
(AOTA, 2014). Occupational therapy clinicians have graduated from a master’s level or
doctoral level program approved by the Accreditation Council for Occupational Therapy
Education (ACOTE). Occupational therapists have also participated in supervised fieldwork,
passed an entry-level exam, and completed state requirements for registration or licensure
(AOTA, 2014, p. S47). Education of occupational therapists includes “biological, physical,
social and behavioral sciences, occupational therapy theory and basic tenets, evaluation and
implementation of interventions, management, leadership, scholarship, and processional ethics,
values and responsibilities” (AOTA, 2014, p. S47). Occupational therapists have the ability to
provide complex care within the health care delivery system, with their educational background
in liberal arts, biology, physical, social and behavioral sciences, to provide direct patient care
within the primary care setting (Accreditation Council for Occupational Therapy Education,
2012; Roberts et al., 2014, p. 3).
Occupational Therapy Emerging Role in Primary Care
Occupational therapy in the primary care setting is a concept that has been in existence
for decades and currently is being supported by a burst of literature on the topic. In 1989, an
article was published in the British Journal of Occupational Therapy by Eileen Bumphrey
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entitled “Occupational Therapy within the Primary Health Care Team.” The article describes the
Norwich scheme, whose objective is to provide care to individuals across the continuum of care,
from post hospitalization to successful integration into the community setting, with a focus on
preventing hospital re-admissions; this is geared towards vulnerable populations, such as individuals with a disability (Bumphrey, 1989). To achieve this they created Community Care Groups
(CCGs), to provide services in primary health care and the community (Bumphrey, 1989). The
article further examines the referrals made to occupational therapy and identifies diagnosis, reasons
for referral, age, and interventions provided for patients.
Occupational therapists working in primary care settings was first described in the
American Journal of Occupational Therapy in 1995 when Devereaux and Walker published an
article identifying how occupational therapists can be integral members of a primary care team.
They stated that allied health professions, including occupational therapists, could be contributing
members of the interdisciplinary team by specifically focusing on health prevention and health
promotion interventions (Devereaux & Walker, 1995). A paradigm shift would need to occur in
health care, to focus on health care prevention and promotion, since these services could focus
on education and prevention of chronic illnesses (Devereaux & Walker, 1995).
Occupational therapists empower clients to take responsibility for their health and have
the potential to increase their self-efficacy. In addition, occupational therapists may provide
assessments and offer knowledge “that may overlap with but are different from those used by the
physicians” (Deveraux & Walker, 1995, p. 393). Occupational therapists examine an individual’s
areas of deficits or concern and promote participation in occupations through assessments and
client-centered interventions from a holistic perspective (AOTA, 2014).
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In 2012 Metzler, Hartmann, and Lowenthal published an article describing OT’s potential
role within the primary care setting as part of a ‘Health Policy Perspectives’ in The American
Journal of Occupational Therapy. The authors provide a definition of primary care and primary
health care while describing a rationale as to why occupational therapists should practice in primary
care settings. They identified it is important to understand all factors in an individual’s life to
identify the importance of occupation and health (Metzler et al., 2012). They state, “the profession’s scope of practice goes beyond treating illness and can be incorporated into promoting
healthy living and preventing disease and disability” (Metzler et al., 2012, p. 268). These authors
have identified the added value an OT can bring to a primary care team. Implications for occupational therapy practice include increasing occupational therapists’ knowledge about primary
care practice and promoting collaboration with primary care clinicians (Metzler et al., 2012).
The informative published literature, along with the passage of the ACA, prompted the
occupational therapy national organizations to establish position statements about occupational
therapy in the primary care setting. In 2013, the Canadian Association of Occupational
Therapists (CAOT) published a position statement about occupational therapy in primary care
(CAOT, 2013). The author’s summary statement states:
The Canadian Association of Occupational Therapists (CAOT) believes that occupational
therapy services within primary care should be accessible to all Canadians, especially for
people with multiple chronic conditions, mental illnesses and disabilities. Occupational
therapists can provide needs-based solutions to manage complex primary care needs of
Canadians (p. 1).
The position paper describes action plans for occupational therapists, educators, and researchers
with regard to the primary care setting. The recommendations for occupational therapists include
advocating for their role in primary care, collaborating with stakeholders and primary care
researchers, participating in continuation of professional development, and creating an awareness
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of each interprofessional team member’s unique role and contribution to the team (CAOT,
2013). It is important for occupational therapist to collaborate with researchers in order to
establish effective interventions through applied research (CAOT, 2013).
Recommendation for educators included: preparing OT students to work in primary care
settings, engaging providers in education about the benefits of interprofessional education, and
offering fieldwork placements in primary care settings (CAOT, 2013). Recommendations for
researchers included: evaluating practice models for OT in the primary care settings, collaborating
with primary care and other physicians along the continuum of care, and disseminating of
knowledge (CAOT, 2013). In addition, CAOT describes 5 initiatives to promote occupational
therapy practice in primary care settings which include: advocacy, collaboration with invested
stakeholders, supporting interprofessional education, and promoting research (CAOT, 2013).
This is followed by background information about occupational therapy and primary care.
In 2014 the American Occupational Therapy Association (AOTA) published a position
paper to help establish and identify occupational therapy’s role within primary care settings in
the United States (Roberts et al., 2014). It identified how occupational therapists may assist in
promoting participation in occupations, which has the potential to improve health and wellness
of individuals and management of chronic conditions (Metzler et al., 2012; Roberts et al., 2014).
Occupational therapists are able to identify barriers to participation in valued occupations and
provide client centered interventions to help overcome these barriers (Roberts et al., 2014).
AOTA is in the process of updating the position paper about occupational therapy in the primary
care setting and will potentially publish in 2020.
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Theoretical Foundations
A variety of theoretical foundations lend to the theory of occupational therapy working in
primary care settings. The General Systems Theory describes occupational therapy as part of the
primary care settings from a systems level, as previously described. The Person-EnvironmentOccupation-Performance (PEOP) (Baum & Christiansen, 2015) and Model of Human Occupation
(MOHO) (Taylor & Kielhofner, 2017) are theoretical foundations occupational therapy borrows
from to provide OT services within the primary care settings. PEOP is compatible with MOHO
because the assumptions are not in conflict.
Identifying the theoretical foundation from which occupational therapy is practicing when
in primary care setting is essential when establishing OT practice in primary care. Ensuring
occupational therapists are working from a framework that is true to the profession is imperative
to ensure that OTs are working within their scope of practice. The theoretical foundations
identified by this author are further validated with the publication of “Primary Care: A New
Context for the Scholarship of Practice Model” (Killian et al., 2015). The authors postulate a
scholarship model, which includes both Person-Environment-Occupation-Performance Model
and MOHO (Killian et al., 2015).
The Person-Environment-Occupation-Performance model, developed by Baum and
Christiansen in 1985, emphasizes the importance of interactions between people, occupations,
and environments (Baum & Christiansen, 2015; Law et al., 1996). People, occupations, and
environments are not static; their dynamic interactions are the focal point of the PEOP theoretical
foundation, which produce occupational performance (Law et al., 1996). Occupational performance
is “the accomplishment of the selected occupation resulting from the dynamic transaction among
the client, the context and environment, and the activity or occupation” (AOTA, 2014, p. S14).
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The dynamic relationship and interaction of the person, in his or her environment, while they
participate in occupations, produces a sense of accomplishment and is the goal of the PEOP
model.
Definitions and explanations of the person, environment, and occupations will now be
described. The person is defined as the unique individual and all of his or her roles in which he
or she participates in (Law et al., 1996). As individuals move throughout the lifespan, their roles
may change; therefore, a temporal consideration is also important when considering the PEOP
theoretical foundation (AOTA, 2014; Law et al., 1996). The environment includes the “cultural,
socio-economic, institutional, physical and social considerations of the environment” (Law et al.,
1996, p. 16). The environment can change depending on context of the situation; for example, a
church on a Sunday may greatly differ than a Saturday night social fundraiser. Occupations are
intrinsically motivated functional tasks an individual participates in over the lifespan (Law et al.,
1996, p. 16).
There are assumptions to the PEOP model (Law et al., 1996) which include:
1. The person is dynamic and changes throughout his or her lifetime; there is an innate
desire to explore his or her surroundings.
2. The environment influences behavior and can be a barrier or support for occupational
performance.
3. Occupations an individual participates in promote self-maintenance and are essential
for living.
4. Occupational performance is influenced by the person, environment, and occupations
an individual participates in throughout his or her life.
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The occupational therapists in the primary care settings have an innate understanding of
the complex relationships between individuals, their relationships, and the environments in which
they live. When there is a disruption in one, this can negatively affect occupational performance.
Occupational therapists are skilled in obtaining relevant information to assess aspects of the
person, environment, occupations, and occupational performance of the client. Occupational
therapists are skilled clinicians and may further identify problem areas that are relevant to the
primary care clinician in the primary care setting, specifically performance as identified earlier
by Starfield.
The Model of Human Occupation theoretical foundation parallels with PEOP theory. The
Model of Human Occupation “explains how people are motivated to perform occupations (volition)
and repeat their performance over time (habituation)” (Taylor & Kielhofner, 2017, p. 4). The
theory emphasizes that the intrinsic motivation to participate in valued occupations is important
and leads to habit formation. As an individual participates in a particular occupation over time,
the perceptions of their own performance may change and affect performance capacity (Taylor &
Kielhofner, 2017, p. 4). Performance capacity “describes a person’s own experience and perception
of the ability to perform an occupation as well as others’ perceptions of the person’s experiences
and perception of that ability” (Taylor & Kielhofner, 2017, p. 9). In other words, performance
capacity is one’s own perception of his or her ability to perform an occupation. MOHO examines
the individual as part of a system, and how they interact with the environment through occupations
(Taylor & Kielfhofner, 2017).
The occupational therapists working in the primary care settings may also provide additional information to the primary care clinician or primary care team working from a MOHO
perspective. Identifying current participation in occupations and perceptive notions of adequacy
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may be important for treatment planning. For example, checking blood sugar may be seen as
daunting by the client. With a MOHO framework, habituation is important and identifying
strategies to improve occupational capacity and promote habit formation are ways in which the
occupational therapists may provide interventions. The OT may adapt the environment or provide
cueing and accountability to ensure the client performs this task regularly. The Model of Human
Occupation draws its theoretical foundation from General Systems Theory to explain and describe
different hierarchies (Kielhofner, 1978).
Current Literature on OT in the Primary Care Setting
Occupational Therapy Assessments and Interventions in Primary Care
There is a limited amount of outcomes studies for occupational therapy interventions
within primary care settings. One recent study published by Pyatak et al. (2019) from the
University of Southern California utilized a randomized control trial of patients who have
diabetes. The study identified that eight one-hour sessions, focused on self-care management,
were beneficial for A1C values, diabetes self-care, and health status (Pyatak et al., 2019).
Occupational therapists have the knowledge and skills to provide a wide variety of interventions;
examples of interventions, identified in the American Occupational Therapy Association primary
care position paper (2014), stated OT can address:
self-management of chronic conditions and prevention of secondary prevention chronic
conditions such as chronic obstructive pulmonary disease, self-management of psychiatric
conditions and promotion of mental health, management of musculoskeletal conditions
including pain management, safety and falls prevention within the home and community
environments, promoting and ensuring access to community resources for social participation and community integration, palliative and end-of life-care to allow for quality of
life, driving and community mobility recourses for older adults, redesign of physical
environment to support participation in valued activities (Roberts et al., 2014, p. 2).
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Interventions of a successful OT program within a geriatric primary care setting will now be
identified. The interventions were given in a one-on-one setting within the primary care office
after the provider visit; they include: “fall prevention, ADL training, routine planning/healthy
lifestyle planning, issuing home exercises programs, body mechanic education, caregiver
training, education on energy conservation, transfer training, adaptive equipment training, home
safety education and visual compensatory techniques” (Koverman et al., 2016, p. 6). The
diagnosis varied in this geriatric population and included diagnosis related to arthritis, low back
pain, stroke, dementia, cardiac issues, cancer, lower extremity pain, Parkinson’s, and obesity.
A Canadian study surveyed occupational therapists working in primary care settings
(Donnelly et al., 2016). A total of 52 occupational therapists were recruited for the study and
rated their satisfaction in working at their respective primary care setting an average rating of
7.9/10 (Donnelly et al., 2016). Overall numerous interventions are provided by the occupational
therapists across the settings, the top being equipment recommendations (75%) followed by
health prevention and health promotion interventions, specifically including fall prevention
(71%) and home safety assessments (69%) (Donnelly et al, 2016). Other interventions included:
wheelchair/mobility, home safety, support/education for caregivers, cognitive perceptual
screening, assistive device consultation, counseling re: activities of daily living, education/
consultation to team, chronic disease management, community resource linkage, pain
management, self-management monitoring, community development, splinting, life
skills, supported living assessment, ergonomic assessment, health care team facilitation,
fitness and recreation counseling, community integration facilitation, driver screening,
functional assessment for return to work, case management, mental health support and
counseling, developmental screening for infants/children, assessments re: accommodations,
palliative care, screening for children with learning disabilities, educational assessment
referrals, consultation on childhood disorders, guardianship/trusteeship assessment, and
school health liaison (p. 138).
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Models of Practice
Models of practice refer to programs where occupational therapists are successfully
practicing and providing interventions in primary care settings or are closely affiliated with the
primary care setting. There is limited information available about different practices where
occupational therapists are present. For example, an OT could provide interventions within the
primary care setting or recruit patients from the primary care setting and work closely with the
providers. Information regarding OT program implementation and successful practice measures
will be described in this section. Overall there is limited research published on this topic,
specifically on program implementation; therefore, literature expanding beyond the U.S. will be
included to increase knowledge in this area.
In the Canadian survey study conducted by Donnelly et al. (2016), they obtained
information on 52 occupational therapists working in primary care settings across Canada.
Thirty-two percent work in community health centers/clinics, 19% on Family Health Teams,
10% in public health, 8% in private practice, 21% in a community agency, 3% in community
centers, 0% in physician’s office, and 6% in unidentified primary care setting (Donnelly et al.,
2016, p. 138). Occupational therapists most frequently worked by providing direct interventions
in a one-on-one setting, followed by group interventions (Donnelly et al., 2016). Ninety-eight
percent of occupational therapists identified they work on an interprofessional team; these teams
ranged in personnel and included nurses, physicians, social workers, and dieticians (Donnelly
et al., 2016, p. 138). Fifty-seven percent of occupational therapists’ client caseload was with
older adults, followed by 28% adults, and 15% pediatrics including infants (Donnelly et al., 2016).
Forty-five percent of participants provided services in the clinic, 35% in the client’s home, and
20% in the community (Donnelly et al., 2016).
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Another study published in the United States described a successful OT program
implementation in an urban geriatric primary care setting (Koverman et al., 2016). The director
and an occupational therapist working at the academic center had a common interest in working in
primary care and collaborated for program development (Koverman et al., 2016). The occupational
therapists and director conducted a literature review about OT in the primary care and conducted a
needs assessment, with overall positive results (Koverman et al., 2016). They identified appropriate
offices to enter and patient populations that would potentially benefit from OT services;
ultimately a geriatric primary care office was selected due to potential billing compatibility, ease
of transitioning and entering the office, and potential services that could be provided to the
geriatric population (Koverman et al., 2016). Promoting and marketing OT services to the
geriatric offices was the next step.
During the marketing stage, the office manager served as a gatekeeper, where there was
frequent communication between the office manager, occupational therapist, and director with
no resulting action (Koverman et al., 2016). A meeting was finally requested as a final action to
introduce the possibility of implementing an eight-week pilot program where occupational therapy
would provide services within the geriatric primary care setting (Koverman et al., 2016). The
meeting took place with the physicians and nurse practitioners who worked in the office, and met
with some caution as to the effectiveness of OT services in the office, but ultimately the center’s
staff were agreeable to trial the pilot program (Koverman et al., 2016). The pilot program consisted of the occupational therapist being present within the geriatric primary care office 4 hours
a week for 8 weeks (Koverman et al., 2016). During the pilot program, billing did not occur.
The practicing OT adopted the ‘intrusionary OT’ concept, originated by Sherry Muir, to
integrate into the primary care setting (AOTA, 2014, p. 69; Koverman et al., 2016). Intrusionary

40
OT is an approach to enter the office with assertiveness to take initiative and provide OT services
to patients with provider collaboration, while being respectful and non-intrusive (AOTA, 2014).
The occupational therapist provided OT services directly after the primary care clinician saw the
patient in the same exam room and provided client-centered interventions, which was previously
described (Koverman et al., 2016). At the conclusion of the pilot program the director and
occupational therapist provided a brief summary of services provided, number of patients seen,
and a case study (Koverman et al., 2016, p. 5). The primary care providers agreed to have the
OT in their offices as a permanent position and requested more days the OT could be present in
their office (Koverman et al., 2016).
Reimbursement for occupational therapy services in primary care is a pivotal concept to
understand and establish its plausibility as it lends to the sustainability for OTs to practice in
primary care offices. The director met with the billing and compliance departments during
program development, contacted AOTA and the Illinois Occupational Therapy Association
(ILOTA) to ensure reimbursement concerns had been addressed and billing ultimately occurred
similarly to other OT areas within the medical center (Koverman et al., 2016). Once the providers
and occupational therapists sought to establish a permanent OT presence in the primary care
setting, the director met with information services, patient finance, and compliance, and the
permanent program began one month later (Koverman et al., 2016; p. 6). Outcomes and the
impact of the pilot program were also identified by the authors and concluded successful program
integration into the primary care setting (Koverman et al., 2016). In addition, the OT gave an inservice on transfer training for the staff and successful billing was established after the pilot
program. The Joint Commission also gave a positive verbal review of the OT contribution to the
interdisciplinary team upon electronic medical record (EMR) review (Koverman et al., 2016, p. 6).

41
A successful primary care program has also been established in a health center on a college
campus (Eichler & Royeen, 2016). Jeanne Eichler is the founder of OTonCampus program at
Saint Louis University, and began providing OT services to the University Counseling Center in
2012 (Eichler & Royeen, 2016; p. 289). In this setting, OT referrals occur when students have
difficulty integrating information from their counseling session into everyday life or “need
assistance navigating through specific experiences on campus (self-advocacy, organizational
skills, challenges related to disability, etc.)” (Eichler & Royeen, 2016, p. 289). In 2016,
OTonCampus expanded and provided additional services to the University Student Health
Center, where both mental and physical issues were addressed (Eichler & Royeen, 2016, p. 289).
Role of Occupational Therapy in Primary Care
Donnelly, Brenchley, Crawford, and Letts (2014) conducted a study aimed to describe
the role of occupational therapy in Family Health Teams (FHT) in Canada. Donnelly et al.
(2014) conducted a multiple case study design and found common themes among the practices.
Occupational therapists working in primary care settings had the role of a generalist; the OTs
worked with a variety of populations across the lifespan and implemented a variety of interventions
(Bumphrey, 1989; Donnelly et al., 2014; Koverman et al., 2017). In addition, the occupational
therapists working in the FHTs focused on function as the study found “a strong sense that
occupational therapists’ focus on function was a unique and important contribution to primary
care” (Donnelly et al., 2014, p. 56).
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Supports to Promote Successful Implementation
The literature has identified several supports to promote successful program implementation. Positive personality characteristics of the occupational therapist initiating or
sustaining occupational therapy services in the primary care setting is important to foster
successful implementation and provide effective interventions. A personality characteristic
found useful for the occupational therapist working in the primary care setting is flexibility to
work with the multiple members of the primary care setting to promote teamwork (Donnelly
et al., 2014). Other personality traits that were perceived as beneficial were extroversion,
agreeableness, conscientiousness, emotional stability, and openness to experiences (Koverman
et al., 2016; McCrae & Terracciano, 2005).
Supports that promote interprofessional collaboration are electronic medical records
(EMR), shared patient goals, meetings and working in the same space to foster collaboration and
communication (Donnelly et al., 2016; Koverman et al., 2016). Educating the primary care
clinician of occupational therapy service was found to be an important support in multiple settings
(Donnelly et al., 2016; Koverman et al., 2016). To support the role of a generalist it may be
beneficial for the occupational therapists working in the primary care setting to have experiences
in a variety of work settings; for example, in a geriatric primary care setting it may be beneficial
for an occupational therapist to have experience working in acute care and psychiatry (Koverman
et al., 2016). Exploring standardized assessments and identifying outcomes measures may also
be supports for program development (Donnelly et al., 2014; Koverman et al., 2016).
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Barriers for Successful Implementation
Barriers of successful OT program implementation in primary care settings will now be
discussed. A barrier of OTs working in primary care settings is managing caseloads (Donnelly
et al., 2014). In the Canadian survey of primary care sites conducted by Donnelly et al. (2016),
they identified barriers of the 52 occupational therapists working in differing primary care settings
which included: communication challenges, time/workload, differing values, limited understanding
of roles, limited understanding of occupational therapy, time, funding, and philosophies of
practice (Donnelly et al., 2016, p. 139). A nurse practitioner who participated in their study
stated, “It’s [OT] underused, because I don’t think everyone knows what the OT can do”
(Donnelly et al., 2014, p. 56).
Reimbursement may also be a barrier for program development (Koverman et al., 2016).
Space was identified as a barrier in a variety of primary care settings and “collaboration, communication and creative thinking” (Eichler & Royeen, 2016, p. 291) were identified as successful
strategies to overcome this barrier. Role identification was established as a barrier as the
services provided by occupational therapy were vast in the primary care setting; the geriatric
clinic did not want to limit the scope of OT practice or roles when entering the primary care
clinic (Koverman et al., 2016). Lastly, there is limited research conducted within primary care
settings, which gives rise to lack of short- or long-term outcomes or cost effectiveness (DahlPopolizio et al., 2016; Eichler & Royeen, 2016).
Cost Effectiveness
Cost savings is an important area to examine as billing and fiscal management are crucial
aspects to consider for successful long-term program implementation. Reimbursement is important
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to examine as it “influenced the types of professionals included on care teams as well as their
roles” in a variety of primary care settings (Leach et al., 2017, p. 7). There is no literature that
identifies the cost effectiveness of occupational therapy services within the primary care setting,
specifically examining patient outcomes and long-term expenditure, from this author’s literature
review. Literature is emerging to provide rationales as to why occupational therapy services are
needed in primary care settings and models of practice have been described. Occupational therapy
potential cost effectiveness will be discussed first in the primary care office.
Billing and reimbursement are barriers for occupational therapists entering primary care
offices and practicing in primary care settings (Dahl-Popolizio et al., 2016; Koverman et al., 2016).
In a geriatric primary care setting, as described earlier, occupational therapy bills clients similarly
to other practice methods within the academic medical center (Koverman et al., 2016). In
“Interprofessional Primary Care: The Value of Occupational Therapy” by Dahl-Popolizio et al.
(2016), they discuss the practice of occupational therapy in the primary care settings from a
reimbursement perspective. Dahl-Popolizio and colleagues identified OT in the primary care is
not an additional cost to the primary care office, but a billable service that could be provided (2016).
Dahl-Popolizio et al. (2016) examined the potential situation of an occupational therapist
providing service during a typical eight-hour day. The authors used CPT codes that coincide with
Centers for Medicare & Medicaid Services, which are codes that reflect the services providing
through electronic medical billing records. The article describes a billing scenario that includes
the CPT codes related to therapeutic exercise, ADL, therapeutic activity, group activity, evaluation
and cognitive treatments (Dahl-Popolizio et al., 2016). The potential net reimbursement for an 8hour day can be $694.73, and total $173,682.50 for a 50-week year (Dahl-Popolizio et al., 2016).
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The occupational therapist, as described earlier, may offset some responsibilities of the
primary care clinicians, particularly for the medically complex patients, and open up time for the
primary care clinician to see additional patients, especially if more time is needed for medically
complex patients (Dahl-Popolizio et al., 2016). Using CPT codes labeled basic, moderate, and
new basic, a potential typical day without OT services has the primary care clinician billing for
$1,601.82 in total revenue (Dahl-Popolizio et al., 2016). The CPT codes used to calculate billing
include basic, moderate, new basic, new moderate, and new ill visit types, with a total revenue of
$2,184.29 (Dahl-Popolizio et al., 2016).
Theoretical profitability has been described when an occupational therapist is present in a
primary care setting. Potential health outcomes and return on investment will now be described.
There is no published literature on the cost effectiveness on patient outcomes or return on investment with occupational therapy in primary care settings; therefore, current relevant research that
may be generalizable to the primary care setting will be explored. Researchers from Johns
Hopkins University and the University of Maryland School of Medicine, Rogers, Bai, Lavin, and
Anderson (2017) published research in Medical Care Research and Review that aimed to identify
hospital spending categories, per Medicare patient, that lowered 30-day readmissions rates for
heart failure (HF), pneumonia (PN), and acute myocardial infarction (AMI) (Rogers et al., 2017).
The results of the study were to inform hospital executives and policy makers of beneficial
hospital services, and potentially allocate resources appropriately (Rogers et al., 2017).
The researchers examined 19 spending categories and included 2,791 hospitals for heart
failure, 2,818 hospitals for pneumonia, and 1,595 for acute MI (Rogers et al., 2017). The results
identified OT was the only spending category that was statistically significant for lower readmissions
for all three diagnoses (Rogers et al., 2017). The authors identified OT’s role in self-care, function,
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activities related to medication management, supports needed, meal preparation, bathroom
modification recommendations, and making appropriate discharge recommendations were
contributing factors to these findings. These are areas where occupational therapists can also
focus in a primary care setting as well. Occupational therapy’s unique emphasis and focus on
function may be valuable in not only the hospital setting, but the primary care setting as well.
Summary
The literature review sought to establish occupational therapy’s role within a primary
care setting health care setting. First, the health care system in the United States was briefly
described which included descriptions of reimbursement of health care in the United States.
Next, the origin of primary health care was described, followed by current primary care practice
models. A team-based approach can be beneficial as it leads to a variety of improved outcomes
as previously described and a primary care setting has the ability to adopt a team-based approach.
Next, the literature review section shifted to provide a description of literature that described
occupational therapy and primary care, including OT’s emerging role within the primary care
setting, supports and barriers to promote implementation, and cost effectiveness. Finally,
theoretical foundations that helped validate occupational therapy working within primary care
settings were described and include General Systems Theory, Person-Environment-OccupationPerformance, and Model of Human Occupation. Overall the literature section provided a top
down approach of the health care system to potential OT practice within the primary care setting.

CHAPTER 3
METHODOLOGY
Rationale for Methodology
The purpose of this study was to examine OT’s integration within primary care settings.
Team functioning and principles related to team-based primary care were used to provide the
framework when studying this integration model in this research study. A mixed methods
approach was used as both quantitative and qualitative research methods will provide wellrounded information on OTs integration onto primary care teams. The quantitative measure
examined team functioning through a standardized assessment. This is followed up with a
qualitative design examining team-based approaches when an occupational therapist is part of
the team within a primary care or specialty setting. There are limited settings available where
occupational therapists work within primary care offices; therefore primary care and specialty
offices were included in this study. Site information about the primary care or specialty offices
was obtained including office structure and clients served. Further examination of demographic
information about the OT, deficit areas, and interventions implemented by the occupational
therapists will also occur.
Conceptual Framework
General Systems Theory was the primary theoretical foundation that drove this research
when examining it from a systems perspective. Primary care is one point of entry into the
healthcare system; this study sought to find ways in which to be most effective in the primary
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care setting. The idea of the primary care team working together and producing a higher quality
outcome, rather than individuals working separately, ties closely with the theoretical foundation
guiding this research in General Systems Theory (Hanson, 1995). The team-based approach,
described earlier, identified characteristics that contribute to a successful team and these principles
relate to the General Systems Theory. They both emphasize collaboration and working together
to produce an outcome, and therefore was selected as the primary conceptual framework. Within
this broader perspective, occupational therapy is one discipline working as part of the primary
care team. The occupational therapist provides services in the primary care setting working
from a Model of Human Occupation and Performance-Environment-Occupation-Performance
theoretical foundation.
Participant Criteria
Participants for this study were all members of the primary care setting, or specialty
setting, when an OT is part of the team; for the purpose of this research study, the primary care
office encompasses general medicine and all specialty physician offices, for example, endocrinology, neurology, or gerontology. In addition, potential participants could work with all
ages, from neonatal and pediatric populations to geriatric populations. The primary care team
consisted of the primary care clinicians and all other allied health professions who work as part
of the team-based approach. These professions included: social work or case management,
nutrition, respiratory therapy, physical therapy, speech therapy, and orthotics; the occupational
therapist(s) working in the office were also recruited.
The study recruited two groups to participate in the same study. The separate groups
were asked slightly different short answer and semi-structured interview questions, but both
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completed the Team Climate Inventory-14. The primary care team consisted of the primary care
clinician (MD, DO, NP, PA) and all other allied health professions who worked as part of the
team-based approach. The setting and two recruitment groups are now described.
•

Setting: A primary care office where an occupational therapist was currently present
for a total of 4 hours or more during the week providing services to patients.

•

Group 1: Occupational therapists, Level II occupational therapy students, and doctoral
students who were currently working in primary care.
o The OT provides services at least 4 hours in the primary care office
o The OT may differ from week to week, but the occupational therapists must
have 16 hours of experience working in a primary care setting within the past
6 months

•

Group 2: All non-occupational therapy members of the primary care team and
included: physician assistant (PA), nurse practitioner (NP), doctor of medicine (MD),
doctor of osteopathic medicine (DO), physical therapy (PT), speech language therapy
(SLP), respiratory therapy (RT), pharmacist, nutritionist or dietician, case manager or
social worker, and orthotist.
o Worked in a primary care office where an OT was present at least 4 hours a
week providing services within his/her office.
o Worked at least part time (a total of 20 hours a month or more) in a primary
care setting or specialized setting within the U.S.
o Primary care providers (MD, DO, NP, PA) must have given at least one
referral to an OT in the same primary care setting in the 6 months.

50
o Team members (not primary care providers): must have worked with a client
that received OT services within the same primary care setting in the past 6
months.
•

Within the Survey Monkey instrument, the participant confirmed they met the
participant requirements prior to the completion of short answer and survey questions.
Recruitment Procedures

Sherry Muir, Ph.D, OTR/L, program director for Occupational Therapy at University of
Arkansas, is an OT who has worked in the primary care setting, consults with institutions on how
to initiate and develop programs related to OT entering primary care settings, and has numerous
publications in peer-reviewed journals on this topic. She assisted in identifying these types of
locations, as there are a limited number of OTs working in primary care across the nation and no
published demographic information. She has a list serve of occupational therapists working in
primary care settings and these OTs were contacted. Occupational therapists who have consulted
with this writer about OT in the primary care setting were also contacted to identify if they have
additional information on OTs working in primary care settings.
First Contact
The occupational therapists recruited were given an introductory e-mail about the study
with 2 different requests (see Appendix A). The first was a request to complete the study via
Survey Monkey and included a brief explanation, rationale, and inclusion criteria of the study.
An information sheet was included to inform the participants of both aspects of the study as
informed consent was deferred since this research has minimal harm to subjects, as identified by

51
the IRB. The Survey Monkey included questions about demographic information, information
related to the primary care setting, diagnosis primarily treated, and interventions implemented.
The Survey Monkey contained the TCI-14. A qualitative interview was also requested, and a
text box was provided on the last slide of the survey. The qualitative study provides another
perspective of team functioning and team-based approaches to identify if experiences are similar
or differ based on profession or setting.
The second request asked for an e-mail, or preferred contact, for a managing party of the
primary care setting, such as an office manager, since the intention was to recruit all members of
the primary care team for the study. If there was no managing party of the primary care team,
the OT was asked to provide their information to forward the study to all other participants.
Lastly, if the office manager was contacted, the OT was informed they would be cc’d on the email to promote transparency and to assist should there be any follow-up questions. The OT was
sent one reminder e-mail one week after the original e-mail if there was no response. At the end
of the e-mail, the researcher asked the OT to forward the e-mail to any OTs they were aware of
that met inclusion criteria to promote subject recruitment. This is consistent with snowball
sampling methods. This method was used to increase participant recruitment as this is an
emerging area of practice with a small OT clinician community.
Primary Care Team Recruitment
The contact person, such as the office manager, for the office was e-mailed a brief
explanation of the study and included purpose, rationale, and inclusion criteria; if there was no
managing party of the office the occupational therapist was sent this recruitment e-mail (see
Appendix B). The e-mail also included all the necessary forms and a link to a Survey Monkey.
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The contact person was asked to forward to all providers and allied health professionals within
the office. Specific disciplines included were: NP, PA, MD, DO, PT, SLP, RT, orthotics, case
management/social work, and dietician/nutritionist. The occupational therapist was also cc’d on
the e-mail to promote carryover. The Survey Monkey included acknowledgement of an information
sheet, short answer questions, and the Team Climate Inventory-14, a standardized assessment
that is 14 items. The office contact was sent one reminder e-mail one week after the original email if there was no response from the office.
In addition to the sites previously discussed, participants were also recruited from a site at
which the author of this study works. The author of this study was not the researcher conducting
interviews from this or any site and did not have direct access while the study was open to the
de-identified data on participants from this site, in order to minimize coercion and provide
confidentiality. Dr. Steven Taylor conducted all qualitative interviews for this study and has no
direct relationship to Rush Senior Care as he is a professor in the Occupational Therapy Department within Rush University and has no direct affiliation with Rush Senior Care, which is not
part of the University. There was no additional cost to having research data from a site within
Rush University Medical Center. The introductory e-mail was sent to the office manager of
Rush Senior Care, and subsequently forwarded to all primary care team members that work
within Rush Senior Care offices affiliated with Rush University Medical Center. This researcher
did not participate in the qualitative study; however, the covering occupational therapists were
recruited.
The last slide of the Survey Monkey had information about the qualitative study. The
slide indicated that follow-up was requested, should the participant be willing, in order to learn
more about their experiences of working with an OT as part of the team in the primary care
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setting. The participants wrote their preferred contact in a text box if they were agreeable to be
contacted. Subsequently, the participant was contacted to set up the qualitative interview within
one week of agreeing to the study. The qualitative interview was scheduled within three weeks
of follow-up should both parties’ schedules allow; otherwise, the interview was scheduled at the
next available time for both parties. It was expected the study would recruit 30 participants. Dr.
Steven Taylor, OTD, OTR/L, an associate professor at Rush University completed all verbal
qualitative interviews.
Information Sheet
All potential participants recruited were health care professionals. Per Rush IRB
(Appendix C) and WMU agreement (Appendix D), an information sheet was provided in lieu of
informed consent, as shown in Appendix E. The information sheet was written to encompass all
aspects of the study, specifically the quantitative and qualitative portions, as it is one overall study.
The information sheet explicitly stated this study is voluntary and at any time the participant may
withdraw participation in the study and the data collected would be destroyed. The information
sheet was e-mailed with the initial contact for both the occupational therapist and members of the
primary care team for review as a Word document. At the beginning of the Survey Monkey, a
page was dedicated to the information sheet and the potential participant agreed or disagreed to
acknowledge they have read and agreed to participate in all aspects of the study.
The information sheet document included information about an optional interview that
would follow the survey and state the information sheet expanded to include participation in the
follow up interview; subjects had the chance to provide their contact information if they wished
to participate in the follow up interview.
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Instrumentation and Data Collection
The initial e-mail for both the occupational therapist and members of the primary care
team via Survey Monkey included the information sheet, short answer questions, and completion
of the Team Climate Inventory-14 (Kivimaki & Elovainio, 1999; Appendices F and G). Please
refer to the appendices for e-mail communication that was sent. The quantitative portion was
scheduled to take approximately 20 minutes to complete, based on a trial run. The participants
had 3 weeks to complete the quantitative portion from the initial contact and an e-mail was sent
one week after initial contact as a friendly reminder to complete the study.
The last portion of the Survey Monkey had information about a follow up interview; the
participant was asked if they were interested in participating and if so, to provide a preferred
contact information. The appendices have the semi-structured interview questions, which were
intended to last 30 to 60 minutes. The participant was contacted within one week of receiving
preferred contact information for the qualitative portion of the study. Ideally, the semi-structured
interview took place within three weeks when coordinating scheduling. This was dependent on
the participant’s and researcher’s schedules and may be scheduled beyond 3 weeks pending
availability and convenience to the participant.
Interviews were conducted via phone or online video or in person. If conducted via
telephone, the conversation was recorded via iPhone and digital portable recorder. If conducted
online, the video was recorded with a video chat application, such as Skype, and iPhone. All
data was kept in a locked drawer or computer files located within Rush University Medical
Center’s occupational therapy offices on an encrypted thumb drive or computer drive which only
this therapist or Steven Taylor OTD, OTR/L had access to. Transcripts were transcribed by a
computer program, Rev. To improve validity and consistency with data collection, particular
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measures were taken to reduce bias. The qualitative questions were asked in a way that did not
elicit a particular response and were open-ended in nature.
Quantitative Measure
The quantitative design was guided by literature review of occupational therapy in
primary care, team functioning, team performance, primary care, and team-based approaches
through PubMed and Scopus and search terms included occupational therapy, occupational
therapy in primary care, team functioning, team climate, team performance, primary care, teambased approach, and occupational therapy and team-based approach. Several team-based
performance measures were explored and the TCI-14 was selected; it will be further discussed
below. From the literature review it was important to obtain information about both team
members and occupational therapists working within the office (Donnelly et al., 2014, 2016).
Understanding the primary care team’s background and occupational therapist’s background is
important to help identify if any factors have an effect on team functioning or experiences. In
addition, this information is useful in understanding occupational therapists and the type of
primary care settings they are working in. This demographic and descriptive information was
included for the quantitative research design, specifically the short answer questions prior to
completion the TCI-14 on the Survey Monkey.
The Short Version of the Team Climate Inventory-14 (Kivimaki & Elovainio, 1999) is a
modified version of the Team Climate Inventory, a 38-item measure (Anderson & West, 1998).
The TCI-14 was selected due to its brevity and comprehensiveness. The TCI-14 is a-14 item
questionnaire using a 5-point Likert Scale that examines team functioning—specifically, vision,
participative safety, task orientation, and mutual support (Anderson & West, 1998; Kivimaki &
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Elovainio, 1999). Kivimaki and Elovainio sought to create a short version of the original Team
Climate Inventory measure that kept the same components of team functioning, but would
have a shorter administration time as they thought the original measure was lengthy and verbose
(Kivimaki & Elovainio, 1990). The 14-item measure had a Likert Scale that ranges from
‘strongly disagree’ to ‘strongly agree’, where a ‘strongly agree’ indicates a higher team climate
(Kivimaki & Elovainio, 1999).
The original Team Climate Inventory (TCI) was created by Anderson and West (1998),
has been used and validated within health care settings, and identified four factors team climate
was based on, and found this to be an indicator for innovativeness. (Anderson & West, 1988).
These four factors will now be described. Vision means the team has shared collective goals that
work towards a highly valued outcome; the team members have a motivation to participate in workrelated tasks to achieve this goal (Anderson & West, 1998). Participative safety refers to all team
members having trust to collaborate and work towards common goals (vision) (Anderson & West,
1998). Task orientation refers to having measures in place to evaluate, modify, and critically
appraise performance (Anderson & West, 1998). Task orientation ensures best practice models
are occurring amongst all members of the primary care team and leads to the final factor, support
for innovation, which is a willingness to adopt updated practices (Anderson & West, 1998).
The TCI was first piloted with nursing teams within a hospital setting to ensure the
questions were appropriate for the intended purpose of the study (Anderson & West, 1998).
The TCI was first validated with management teams within the British National Health Service
and usually consisted of a General Manager, Head of Nursing, Accountant, Personnel Manager,
Business Manager, and Senior Medical Consultants (Anderson & West, 1998, p. 242). The TCI
continues to be used for research and has been used in primary care settings (Beaulieu et al., 2014).
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The TCI-14 was validated in health care and social services settings amongst two samples of n =
1494 and n = 771. Cronbach’s alpha for both trials for the TCI-14 was r = .90 in trial 1 and r =
.92 in trials 2 (Kivimaki & Elovainio, 1999). The coefficient alphas for the two samples are as
follows: Vision .84 and .86, respectively; Participatory Safety .85 and .85; Task Orientation .86
and .85; and Mutual Support .79 and .82 (Kivimaki & Elovainio, 1999). Another study, which
recruited 72 four-person teams of undergraduate management students, found the TCI-14 had
high internal consistency reliabilities at two difference administrations, which were .90 and .93
subsequently (Loo & Loewen, 2002, p. 261). Reliability was measured 3 weeks into the semester
and 9 weeks later at the completion of the team projects and identified scores were stable over
time through non-statistically significant t-tests at p < .05 (Loo & Loewen, 2002, p. 262). This
author has e-mail communication from Elovainio to use the TCI-14 for the purposes of this
research study (see Appendix F); to the best of this researcher’s knowledge it is an open access
measure.
The quantitative section was divided into two parts in the Survey Monkey. The first part
included short answer questions and multiple-choice questions for all participants. These questions
were asked to obtain additional information on demographic information of participants. In addition, questions related to practice were also asked as there is currently limited information
available in the literature on occupational therapists working in primary care settings. A separate
set of questions were asked of occupational therapists (Appendix H) and other health care professionals’ part of the primary care team geared to specific practice areas (Appendix I). Next, the
TCI-14 was given as part of the quantitative study to establish team climate.
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Quantitative Data Analysis
Initially, demographic information, descriptive information, and short answer questions
were coded appropriately and explored. The TCI-14 examines overall team functioning and has
four subcategories. Further data analysis examined each subcategory—vision, participative safety,
task orientation, and mutual support—to identify if one subcategory has a higher rate than another.
The coded demographic and background information from the occupational therapists was crossreferenced with the subcategories of the TCI-14. This identified if there was demographic
information or background information, characteristics of the occupational therapist, that was
associated with team functioning, or a subcategory. SPSS version 25 was the quantitative
software used for analysis.
To provide the most anonymity from this writer, during all portions of data collection, the
Survey Monkey responses were assigned a number by Dr. Steven Taylor. For those who agreed
to participate in the qualitative survey, the same number was assigned to the qualitative responses.
This also linked the background and demographic information obtained in the Survey Monkey to
the qualitative interview questions, and minimize overlapping information collected from the
participant.
Qualitative Measure
The qualitative study was used for follow-up to further investigate OTs working as part
of a team in primary care settings. This was intended to expand on the quantitative measure to
obtain information related to the experiences of the participants working with OTs in the primary
care setting. The qualitative methodology used qualitative description (specifically, content
analysis) to identify themes related to the principles of team-based approach as identified by
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Mitchell et al. (2012) (Sandelowski, 2000). These principles include shared goals, clear roles,
mutual trust, effective communication, and measurable process and outcomes as discussed
earlier in the introduction (Mitchell et al., 2012).
Sandelowski (2000) described an approach to qualitative research that does not completely
conform to a traditional framework, such as phenomenological or grounded theory. She described
a methodology of basic qualitative description in which researchers “offer a comprehensive
summary of an event in the everyday terms of those events” (p. 336) and the description is up
to the researcher on what to include (Sandelowski, 2000). This qualitative description also
describes events or themes as they are or present themselves; this methodology is meant to be
less interpretive than other qualitative approaches, such as grounded theory, but more interpretive
than quantitative studies (Sandelowski, 2000, 2010). Qualitative description stems from natural
curiosity and does have theoretical influences (Sandelowski, 2000, 2010). The General Systems
Theory is theory applicable to both the quantitative and qualitative aspects of this study, as it
strives to examine OT integrations onto primary care teams (von Bertalanffy, 1968).
The data analysis will entail content analysis, with identification of themes. Overall this
qualitative description allows the researcher to conduct the study in a way that explores individuals’ experiences working as part of a team. This identifies deductive themes related to team
functioning, or inductive themes that have not been identified, to emerge. The participant is the
expert in their experience of working in the primary care setting and the qualitative portions seek
to elaborate on these experiences for research purposes, as there is limited published research
on this topic. In qualitative description it is typical to borrow hues—or tones, as Sandelowski
describes—from traditional qualitative theoretical foundations (2010, p. 337). This study
borrows from a phenomenological approach. The semi-structured interview borrows from
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phenomenological methodology, specifically trying to examine the experiences of the health
care professionals working as part of a primary care team when an OT is present (Green &
Thorogood, 2014).
The formation of qualitative research design and semi-structured interview questions was
guided by literature review, qualitative methodology related to qualitative description, content
analysis, phenomenological concepts, and discussions with the dissertation committee members,
including Dr. Mary Lagerwey, an expert in qualitative design. Occupational therapy literature
was examined for content related to occupational therapy and the primary care settings. In
addition, occupational therapy, primary care team, and team-based approach literature was
searched in databases including Scopus and PubMed. The literature review found limited
information on occupational therapists working within the primary care setting. Theoretical
discussions and processes about OT in the primary care settings were found (Dahl-Popolizio et
al., 2016; Halle et al., 2018) as well as discussion about OT roles within the primary care setting
(Donnelly et al., 2016).
From the literature review, no publications were found that explored the experiences of
primary care clinicians or other members of the primary care team of working with an occupational
therapist in the primary care setting. There is a lack of knowledge in this specific area. From the
rationale provided in the introduction and background section, it would be justified to explore this
area in order to identify if occupational therapy adds value to a team-based approach. With limited
publication information, examining the five team-based principles when an occupational therapist
is part of a primary care team is a logical initial step, as identified by the benefits of team-based
approaches discussed earlier. In addition, exploring team members’ experiences with the occupational therapists may be helpful in establishing if OTs contribute to the shared principles of a
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team-based approach and are perceived to contribute to patient outcomes. In addition, this may
identify areas where occupational therapists are perceived to be helpful to further investigate
patient outcome in future research. Semi-structured interview questions for the primary care
team members are found in Appendix J, and for the occupational therapists in Appendix K.
Mixed Methods Overview
Figure 2 provides an overview of this mixed methods approach. The quantitative study
used the characteristic of the participants as the independent variable. The TCI-14, which
measures team functioning, is used as the dependent variable. The qualitative aspect of this
study examined the data from the semi-structured questions for both deductive and inductive
themes. The deductive themes are the principles related to a team-based approach identified by
Mitchell et al. (2012). The inductive themes are emerging themes based on the experiences of
the participants; these themes are identified during content analysis.

Figure 2. Overview of Mixed Methods Approach.
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Ethical Considerations
Validity and consistency of data collection were important during the research procedures
and the measures were taken to reduce bias. The researcher of this study is also an occupational
therapist who works in a primary care setting that recruited participants, as previously described.
This researcher did not participate in the qualitative interview. It is a noted limitation of this study
that this researcher works in a setting recruited, as it may produce biases for the primary care team
and/or occupational therapists who work in the same setting to positively influence their responses.
The insider perspective this researcher has can lead towards bias; however, it did contribute to
the formation of qualitative interview questions. In qualitative research, participants have unique
experiences and backgrounds and the qualitative questions tap into these unique experiences.
Having an insider perspective allowed questions to form that encourage the participant to speak
of their experiences. The qualitative questions were asked in a way that did not intend to elicit a
particular response but were open-ended in nature.
The qualitative questions were approved by committee members and subsequently updated
and addended. The qualitative questions were asked by an outsider to lessen perceptions of
coercion. All identifying information was removed from the data, and this researcher did not
have access to identifying information to the setting this researcher works in.
Qualitative Data Analysis
Data was analyzed through use of ATLAS:ti 8.1 by this therapist using content analysis.
The software systems used deductive coding analysis and allowed for inductive coding analysis
as well. Identification of codes took place and validity of coding procedures was checked by
members of the dissertation committee. Organization of codes and themes followed (see
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Appendix L); the dissertation committee was an integral part of this process to confirm analysis
procedures. This writer also journaled. The journaling process included any concerns this
researcher had about potential biases or concerns in the research design or implementation
process. Through journaling, updated qualitative questions were created. Bracketing, identification
of potential biases by this researcher, was completed and disclosed as appropriate (Tufford &
Newman, 2010).
Summary
The mixed methods approach was used to examine occupational therapy’s integration
within primary care settings. A team-based approach in primary care settings, specifically when
an occupational therapist is present, is an area that is currently lacking in research. The quantitative
measure, TCI-14, is comprehensive in nature and examined overall team climate within the
primary care team. The follow-up qualitative measure examined the team member’s experiences
working with the occupational therapist as part of a team-based approach. Overall this research
was to identify the best ways to meet the needs of the clients by exploring OT in the primary care
setting as part of the primary care team. This study will further inform stakeholders of potential
benefits or barriers of having a team-based approach in the primary care setting with an OT
present. In addition, this study may inform areas of further research about OT and team-based
approaches in primary care settings based on results.

CHAPTER 4
RESEARCH FINDINGS AND RESULTS
This chapter will address methodology, data analysis, and will provide in-depth
information about both qualitative and quantitative data related to this study. First, a brief
overview of the rationale and research questions will be discussed. There are two participant
groups, comprised of (1) occupational therapists who currently work as part of a team in a
primary care setting, and (2) non-OT primary care team members who have an occupational
therapist working in their office. Demographic information and frequency of the quantitative
data will be presented for both participant groups followed by statistical analysis of the
occupational therapy participants; this analysis will address the first research question. The
qualitative analysis will follow and address the second research question for all participants.
Purpose of the Study and Research Questions
The purpose of this research is to better examine and understand issues related to
occupational therapists integrating in primary care settings, as part of a team-based approach.
Occupational therapists working in primary care settings is an emerging field; understanding the
integration process and experiences of occupational therapists, and primary care team members,
will contribute to a better understanding of team-based approaches in primary care settings, which
could ultimately affect patient care. Using the TCI-14, team functioning of the primary care
members and occupational therapists will be examined in order to better understand the components

64

65
of team functioning, which include vision, participative safety, task orientation, and mutual
support (Kivimaki & Elovainio, 1999).
There are two primary research questions for this study:
1. What characteristics of the occupational therapist are associated with team functioning amongst the primary care team?
2. How do experiences of primary care team members fit with the principles of a teambased approach when an occupational therapist is present in the primary care setting?
The first research question will be answered with quantitative data analysis. The independent
variables will be cross analyzed with the outcome variables of the TCI-14—which include vision,
participative safety, task orientation, and mutual support—to identify if any characteristics of the
primary care team affect team functioning. The second research question will be addressed with
qualitative analysis of both the occupational therapists and members of the primary care team.
Quantitative Results
Descriptive Findings of Participants: Occupational Therapists
Data collection began February 5, 2019 and ran through May 3, 2019. Data was collected
through an online data collection tool, Survey Monkey. There was a total of 11 participants and
9 gave preferred information for a follow-up interview; this researcher participated in the short
answer questions for the quantitative analysis; therefore there are 12 participants for demographic
information. A total of seven qualitative interviews were conducted and will be discussed in the
next session. The researcher of this study was included as a 12th participant for demographic
information only to contribute to this body of knowledge; the researcher of this study did not
complete TCI-14 as that would be a contraindication to the validity of the study. The snowballing
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method was sufficient in recruiting participants, for this researcher, in both the quantitative and
qualitative analyses. Occupational therapists were recruited form a variety of settings across the
country. There were three provider participants for the team members in the qualitative analysis
and it was felt this was sufficient for the purposes of this research study. In total there were 9
different primary care settings that spanned across the country. Primary care settings for the
purposes of this study is a broad term; therefore, a variety of primary care settings were included
that met participation criteria, with the participant identifying that they met requirements.
The demographic information has been divided into different categories and is presented
in Table 1. The number of participants is included followed by overall percentage. The raw data
from Survey Monkey was manually entered into SPSS and frequencies were analyzed. All
frequencies were examined for missing or inaccurate data; after this, all data was checked again
to ensure accuracy. All participants were female, and ages ranged from 24 to 64 years old. A
majority of the participants live in Illinois and Pennsylvania; one therapist each was from
California, Hawaii, Arizona, and Indiana. All but one participant was from an urbanized area
with a population of 50,000 people or more, and no participants were from rural areas. Three
participants had their master’s degree, two participants had their master’s degree and were
pursuing their Ph.D., two participants were doctoral level students completing their doctoral
projects, four participants had their professional doctoral and one participant had their Ph.D. A
majority of participants, 10 in total, were affiliated with an Academic Medical Center, with one
working in a medical home and another participant working in home-based health care.
Seven of the 12 participants worked in a geriatric setting, 2 worked in family health,
and one participant each worked in an endocrinology clinic, a pain clinic, and occupational,
family and preventative medicine. Four of the 12 participants worked full-time in academia,
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4 participants also worked in an outpatient setting, and 2 were doctoral students completing their
clinical assignments for their doctoral degree. Individual OT participants worked primarily in
home health and primary care setting.
Table 1
Demographic Information for Occupational Therapists
Total
n = 12 (%)
Gender
Female
Age
24–29 years
30–39 years
40–49 years
50–59 years
60–69 years
Professional Experience (as an OT)
0–5 years
5.1–10 years
10.1–15 years
15.1–25 years
25+ years
State OT Practices
IL
PA
CA
HI
AZ
IN
Urban vs. Rural
Urbanized Area (population of 50,000+)
Urban Cluster (population of 2,500-50,000)
Education
Master’s Degree
Master’s Degree pursuing PhD
BS pursuing OTD
Professional Doctorate
PhD
Setting
Practice Affiliated with an Academic Medical Center
Medical Home
Veterans Affairs-Based Primary care

12 (100)
4 (33)
3 (25)
2 (17)
2 (17)
1 (8)
3 (25)
3 (25)
3 (25)
1 (8)
2 (17)
5 (42)
3 (25)
1 (8)
1 (8)
1 (8)
1 (8)
11 (92)
1 (8)
3 (25)
2 (17)
2 (17)
4 (33)
1 (8)
10 (83)
1 (8)
1 (8)
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Table 1—continued
Total
n = 12 (%)
Type of Office
Gerontology
Gerontology/Palliative
Family Health
Pain
Endocrinology
Occupational, Family and Preventative Medicine
Primary Work Setting
Academia
Outpatient
OTD Student
Primary Care
Home Health

6 (50)
1 (8)
2 (17)
1 (8)
1 (8)
1 (8)
4 (33)
4 (33)
2 (17)
1 (8)
1 (8)

Primary Care Setting Information
Table 2 presents information related to daily logistics the occupational therapist had
while working in the primary care setting; this includes details about the occupational therapy
programs and workflow. The hours the occupational therapists work in the primary care office
ranged from 4 hours a week to 40 hours a week in the office, where 75% of the offices had the
OT working 8 hours or less in the clinic. If a range of hours was presented, the higher range was
used for data collection purposes and no range provided exceeded 2 hours. In addition, there is a
category entitled ‘covering therapist’ where the occupational therapist covered in the office at least
16 hours in the past 6 months and was included in participation criteria to gather information about
all OTs working in primary care. The number of months the programs have been implemented
into the primary care setting varies greatly from 3 months to 63 months at the time of data
collection. There were a variety of ways the occupational therapist obtained orders, which
included electronic medical record (EMR), fax, paper referrals, and a verbal order after a direct
discussion with the provider. The number of estimated evaluations the occupational therapists
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performed in the primary care office was obtained; 1 OT completed 1–10 evaluations, 5 OTs
completed 11–25 evaluations, 3 OTs completed 26–50 evaluations and 3 OTs completed 100+
evaluations. Due to the nature of each primary care setting, information about follow-up
treatment session was also obtained. One therapist had not performed follow-up sessions, 6 OTs
performed 1–10 follow-up treatment sessions, 2 OTs performed 11–25 follow-up sessions, 1 OT
performed 51–100 follow-up sessions, and 2 OTs performed 100+ follow-up sessions.
Table 2
Occupational Therapy Information Working in Primary Care Office
Total
n = 12(%)
# of Hours per Week in the Setting
<1 covering therapist
4 hours
5 hours
6 hours
8 hours
10 hours
35 hours
40 hours
# of Months Program Implemented
3 months
6 months
18 months
31 months
36 months
48 months
45 months
60 months
63 months
Type of OT Referrals (all that apply)
Electronic Medical Record
Fax
Paper Referral
Verbal Order from Provider

2 (17)
2 (17)
1 (8)
2 (17)
2 (17)
1 (8)
1 (8)
1 (8)
2 (17)
3 (25)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
10 (83)
3 (25)
1 (8)
4 (33)
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Table 2—continued
Total
n = 12(%)
Referral Process
OT requests to Provider
Provider requests to OT
Other Team Member Requests (ex: Social Work)
Patient Request
Scheduled in Advance by Office
Automatically Evaluation with Program
# of Evaluations Completed
1–10
11–25
26–50
100+
# of Follow up Treatment Sessions
0
1–10
11–25
26–50
51–100
100+
Time and Location of OT Session
Same Day, Different Location
Different Day, Same Location
Different Day, Different Location
Seen in Primary Care Office where Provider
examines Patient (same day)
Home Visits
Tele Health

8 (67)
9 (75)
8 (67)
5 (42)
5 (42)
2 (17)
1 (8)
5 (42)
3 (25)
3 (25)
1 (8)
6 (50)
2 (17)
0 (0)
1 (8)
2 (17)
3 (25)
4 (33)
3 (25)
11 (92)
2 (17)
2 (17)

Information about when and where the OT visit occurred was also obtained since there is
currently limited information on this procedure. The participants were asked to select all that
applied to their respective practice. The different options asked if the OT performed their visit
the same day or different day than when the provider saw the patient. In addition, the participants
asked if they saw the patient in the same location, specifically the primary care office, or a
different location. Participants also identified if the OT came in directly after the provider visit.
Other participants identified they perform home visits and telehealth visits.
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Table 3 contains information about the different members of the primary care team
within each clinic per report by the occupational therapists. The occupational therapists were
asked to identify different primary care team members that work a total of 20 hours or more a
week within the primary care setting. It is important to identify the different members that
comprise the different primary care teams. As noted below, some clinics have large teams and
others have smaller teams. Setting 4 may have missing information as a provider was not
identified or listed.
Table 3
Members of the Primary Care Team (20 hours or more a week)
Number of Professionals
Setting #1: VA Home Based Care (hours)
Registered Nurse (RN)
Nurse Practitioner (NP)
Social Worker or Case Manager
Nutritionist or Dietician
Pharmacist
Occupational Therapist (OT)
Psychologist
Doctor of Medicine (MD)
Setting #2: Geriatric Clinic 1 (8 hrs) -2 OT
Doctor of Medicine (MD)Nurse
Medical Assistant
Registered Nurse (RN)
Nurse Practitioner (NP)
Social Worker or Case Manager
Pharmacist
Setting #3: Geriatric Clinic 2 (10)
Doctor of Medicine (MD)
Medical Assistant
Social Worker or Case Manager
Nurse Practitioner (NP)
Physician Assistant (PA)
Setting #4: Geriatric Clinic 3 (6 hour)
Physical Therapist

13
6
5
5
3
3
1
1
12
3
2
1
1
1
5
3
2
1
1
1
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Table 3—continued
Number of Professionals
Setting #5: Endocrinology (4 hour)
Doctor of Medicine (MD)
Diabetes Nurse Educator
Nurse Practitioner (NP)
Pharmacist
Nutritionist or Dietician
Setting #6: Family Health (5 hour)
Doctor of Medicine (MD)
Physician Assistant (PA)
Nutritionist or Dietician
Pharmacist
Counselor
Setting #7: Occupational, Family and Preventative
Medicine (35 hour)
Physical Therapist
Acupuncturist
Massage Therapist
Nurse Practitioner (NP)
Physician Assistant (PA)
Doctor of Medicine (MD)
Psychologist
Chiropractor
Setting #8: Family Health (4 hour)
Doctor of Medicine (MD)
Nurse Practitioner (NP)
Pharmacist
Nutritionist or Dietician
Setting #9: Pain Clinic (6)
Doctor of Medicine (MD)
Social Work or Case Manager
Pharmacist
Behaviorist
Physical Therapist*
*less than 20 hours

3
2
1
1
1
15
5
5
2
1

3
2
2
1
1
1
1
1
17
2
2
1
1
1
1
1
1

Table 4 identifies common diagnoses the occupational therapists working in primary care
settings often evaluate and/or treat. Patients may have multiple diagnoses. Low back pain,
arthritis, Alzheimer’s/Dementia, obesity, diabetes, depression/anxiety, cerebral vascular
accidents, lower extremity pain or injury, cardiac related diagnosis, hypertension, and upper
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extremity pain or injury are common diagnoses where at least 8 occupational therapists work
with these diagnoses. Occupational therapists also appear to specialize and work with a different
patient population which include muscular dystrophy, chronic pain, insomnia, frailty, PTSD, and
post-concussion syndrome.
Table 4
Common Diagnoses Seen by Occupational Therapists.

Depression and/or Anxiety
Low Back Pain
Alzheimer’s/Dementia
Arthritis
Obesity
Diabetes
Lower Extremity Pain or Injury
Cardiac Related Diagnosis
Cerebral Vascular Accident
Hypertension
Upper Extremity Pain or Injury
Parkinson’s Disease
Cancer
Fatigue
Frailty
Insomnia
Chronic Pain
Concussions/Post-Concussion Syndrome
Fatigue
Multiple Sclerosis
Muscular Dystrophy

Total
n = 12 (%)
10 (83)
10 (83)
9 (75)
9 (75)
9 (75)
9 (75)
8 (67)
8 (67)
8 (67)
8 (67)
8 (67)
5 (42)
5 (42)
2 (17)
2 (17)
2 (17)
2 (17)
1 (8)
1 (8)
1 (8)
1 (8)

Table 5 identifies common deficits the occupational therapists addressed during the visit.
This differs from diagnosis as the patient may not have a deficit as an official diagnosis in their
medical record and it may not be the diagnosis on the referral from provided; however, an area of
deficit may be identified by the occupational therapist during the visit. Falls was noted to be
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addressed by all the occupational therapists. Extremity pain, back pain, functional mobility
deficits, de-conditioning, and psychosocial difficulties are also common areas of deficits the
occupational therapists addressed.
Table 5
Common Deficits Seen by Occupational Therapists in the Primary Care Setting

Falls
Back Pain
Psychosocial Difficulties
De-conditioning
Upper Extremity Weakness or Pain
Functional Mobility Deficit
Lower Extremity Weakness of Pain
Cognition/Executive Dysfunction
Low Vision
Self-Care
Coping Skills
Education for Newly Diagnosed Disorders
Self Care: Diabetes
Disability

Total
n = 12(%)
12 (100)
9 (75)
9 (75)
8 (67)
8 (67)
7 (58)
7 (58)
3 (25)
2 (17)
2 (17)
1 (8)
1 (8)
1 (8)
1 (8)

Overall, 48 evaluation tools were identified during the quantitative data collection. Most
evaluations were standardized, with the exception of 7 tools noted in an asterisk. The evaluation
tools evaluated a variety of domains which include ADL and IADL performance, diabetes management, self-care management, self-interest and leisure checklist, range of motion, strength,
balance, home safety, caregiver burden, cognition, chronic disease management, falls, and
understanding the client’s priorities. Table 6 identifies the assessments and how many occupational therapists use that respective assessment.
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Table 6
Evaluations Performed in Primary Care Settings

Montreal Cognitive Assessment (MOCA)
Timed Up and Go (TUG)
Functional Independence Measure (FIM)
Katz Index of Independence in Activities of Daily Living and
Lawton Instrumental Activities of Daily Living
Range of Motion
Manual Muscle Test
Performance Assessment of Self-Care Skills (PASS)
Occupational Profile*
Caregiver Assessment of Management Problems (CAMP)
Allen Cognitive Level Screen (ACLS)
Falls Efficacy Scale-International (FES-I)
Orientation Log (O-LOG)
Berg Balance Test
Grip Strength
Making & Executing Decisions for Safe and Independent
Living (MED-SAIL)
Perceived Stress Scale (PSS)
Home-Safety*
Clinical Observations*
Occupational Self-Assessment (OSA)
Cognitive Screen**
Canadian Occupational Performance Measure (COPM)
Patient Health Questionnaire (PHQ-9)
In-Home Occupational Performance Evaluation (I-HOPE)
The Zarit Burden Interview
Chronic Disease Self-Efficacy 6-Item Scale
Adapted Illness Intrusiveness Rating (IIRS)
30 second sit to stand
4-stage Balance Test
Occupational Self Assessment Daily Living Scale (OSA-DLS)
Patient Specific Functional Scale
Visual Screen*
Brief Pain Inventory (BPI)
Late –Life Function and Disability Instrument (LLFDOI-CAT)
Self-Efficacy for Diabetes
Generalized Anxiety Disorder 7 item (GAD-7)
Perceived Stress Scale

Total
n = 12(%)
6 (50)
5 (42)
4 (33)
4 (33)
4 (33)
4 (33)
4 (33)
4 (33)
3 (25)
3 (25)
3 (25)
3 (25)
2 (17)
2 (17)
2 (17)
2 (17)
2 (17)
2 (17)
2 (17)
2 (17)
2 (17)
2 (17)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
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Table 6—continued

Headache Impact Test (HIT-6)
Hindi Mental State Examination (HMSE)
Body Composition Analysis
The Diabetes Self-Management Questionnaire (DSMQ)
Pain Scale
Quick Disabilities of Arm, Shoulder and Hand
Health Questionnaire (non-standardized)*
The Brief Risk Identification of Geriatric Health Tool (BRIGHT)
Patient-Specific Functional Scale (PSFS)
Role Checklist*
Owestery Disability Index
*non-standardized assessments
**unknown if standardized assessments are used

Total
n = 12(%)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)
1 (8)

A variety of interventions the occupational therapists used in the primary care setting
were identified. Across different settings all occupational therapists educated patients on home
safety recommendations and energy conservation techniques. Fall prevention, caregiver trainings,
adaptive equipment and durable medical equipment recommendations, home exercises programs,
and body mechanic education were interventions given by at least 9 occupational therapists or
more. Routine planning and/or self-care management interventions were given across the settings
by 8 occupational therapists. Interventions address multiple areas of deficits identified in
Table 7 and address physical, emotional and psychosocial aspects of an individual. For example,
relaxation training was an intervention given by 2 occupational therapists.
Billing is an important concept for occupational therapists to understand and establish
correctly, as it is a vital part of OT in the primary care programming as it relates to longevity of
OTs being able to work as part of team-based approaches in primary care setting with today’s
current reimbursement models. OTs require reimbursement for services rendered in the primary
care setting in general. Seven clinics bill for services and were reimbursed through that model.
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One clinic was funded by grants, while another was partially funded by grants and billing for
services. One setting has doctoral level occupational therapy students and does not bill for
services. In this section an occupational therapist also added in the VA Home Based Care; they
used Strategic Analytics for Improvement and Learning (SAIL) to monitor metrics related to
employees and patients. Table 8 describes each clinic’s method for reimbursement.
Table 7
Common Interventions Implemented by OT in Primary Care

Home Safety Recommendations
Energy Conservation Technique
Fall Prevention
Body Mechanic Education
Home Exercise Program
Adaptive Equipment and Durable Medical Equipment
Recommendations
Caregiver Training
Routing Planning and/or Self-Care Management
Activities of Daily Living Training
Cognitive Screen and/or Memory Compensatory Techniques
Transfer Training
Visual Compensatory Technique
Sleep Hygiene Education
Relaxation Training
Stress Management
Leisure Exploration
Health Self-Monitoring Skills (calories, carbs, exercise)
Typical Physiological Function Education
Development of Self Care Skills to Manage Newly Diagnosed
Chronic Conditions

Total
n = 12(%)
12 (100)
12 (100)
11 (92)
9 (75)
9 (75)
9 (75)
9 (75)
8 (83)
8 (67)
7 (58)
7 (58)
6 (50)
3 (25)
2 (16)
2 (16)
1 (8)
1 (8)
1 (8)
1 (8)
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Table 8
Reimbursement Model for each Primary Care Setting
Setting
Setting #1: VA Home Based Care

Setting #2: Geriatric Clinic 1
Setting #3: Geriatric Clinic 2
Setting #4: Geriatric Clinic 3
Setting #5: Endocrinology
Setting #6: Family Health

Setting #7: Occupational, Family and
Preventative Medicine
Setting #8: Family Health
Setting #9: Pain Clinic

Billing Description
Billing For Services
(Strategic Analytics for Improvement and
Learning (SAIL Data)
Doctoral Students: No reimbursement
Billing For Services
Billing For Services
Billing For Services
Affiliated with Faculty Practice
Billing For Services
Grant Funding
Affiliated with Faculty Practice
Billing For Services
Billing For Services
Grant Funding

Independent Variables of Occupational Therapists
Quantitative data analysis is comprised of two stages. The first stage examined frequencies
of independent and dependent variables and explored demographic information; this was presented
in the previous section. The second stage of data analysis is comprised of statistical analysis of
the TCI-14 with the independent variables, and will now be described. The independent variables
were examined for frequencies. If the independent variable examined was homogenous in their
frequency, it was eliminated from statistical analysis with the TCI-14. If the independent
variable was not homogenous, it was further examined and dichotomized in order to complete
non-parametric testing. The rationale for each variable included in data analysis will be explained
below. When the variables were dichotomized, a group of 4 or more was the minimum required
in a group for the purposes of this study. The total number of participants for this group was n =
11 since this researcher did not complete the dependent variable for validity and trustworthiness
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reasons. For the purposes of this research as it relates to the research question, the independent
variables are also characteristics of the occupational therapists.
The following independent variables were excluded from data analysis with brief
rationale. Age was excluded as the ages ranged from 24 to 64 years old and was difficult to
identify and rationalize a cutoff to dichotomize; years of experiences was chosen to be a more
appropriate variable. All participants were female therefore gender was excluded. States were
excluded as participant population was across the country. Ten of the eleven participants worked
in an urbanized area, with a population of 50,000 people or more; therefore population size was
excluded as it was not homogenous. Type of setting was excluded as 9 of the 11 participants
worked in an office affiliated with an Academic Medical Center. Time and location of OT
services was excluded as it could not be dichotomized appropriately; for example, 11 participants
provide service within the clinic the same day where the provider also saw the patient.
The dichotomized independent variables that were used for the statistical analysis will now
be described. The number of years’ experience the participant had working as an occupational
therapist was dichotomized into two categories: 10 years of experience or less, which had 5
participants; and 10.1 years or more, which had 6 participants. Education was dichotomized into
doctorate degrees, which included Ph.D. level and OTD, and non-doctorate level, which included
master’s degree, doctoral level occupational therapy students, and master’s degree pursuing
Ph.D. There were 5 doctorate level participants and 6 non-doctorate level participants. The
office specialization was dichotomized as 6 participants worked in a geriatric primary care
setting, and 5 participants worked in non-geriatric specialization.
Hours a week working in the primary care clinic was dichotomized into two groups: less
than 8 hours a week of working in the primary care clinic, which had 7 participants; and working
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8 hours or more a week, which had 4 participants. Eight hours was selected as the cutoff since it
is one full working day and 20% full-time equivalent (FTE). Number of years of experience
working in the clinic was dichotomized into two groups, which were working less than one year
in the office, which had 5 participants, and working one year or more in the office, which had 6
participants. Primary work setting was divided into academic and non-academic settings, which
included home health, primary care, outpatient, and working as a full-time student. Four participants worked primarily in academia while 7 worked in non-academia fields. Number of evaluations
was dichotomized in two groups: 6 participants had 1–25 evaluations while 5 participants had
26–100+ evaluations. Number of follow-up treatments was dichotomized: 7 participants had 0–
10 follow-up treatments, while 4 participants had 11–100+ follow-up treatment sessions within
the primary care setting.
The various methods of referral were dichotomized. Occupational therapists making the
request for the referral had 7 participants and 4 participants do not request a referral to see OT
services from the provider. Seven participants received referrals due to recommendations from
other team members, such as social work, and 4 participants don’t work on a team where team
members make the referrals. For clarification, other team members are suggesting the referral,
and the provider is the ultimate person that places the referral; this demonstrates the team working
together to identify if an order to appropriate. In another dichotomized group, 4 participants
identified patients make the request to see OT services and 7 participants identified patients do
not make the request. Finally, 4 occupational therapists work in offices where there is advanced
scheduling and 7 participants do not have advanced scheduling.
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Dependent Variables: Team Climate Inventory-14
The Team Climate Inventory-14 was the outcome measure used and has four dependent
variables which consisted of the subcategories: vision, participative safety, task orientation, and
mutual support. These have been previously described in Chapter 3. For data analysis each
dichotomized independent variable was analyzed to each subcategory dependent variable.
Quantitative Analysis
Non-parametric testing was used as this study had a small sample size without normal
distribution. The Mann-Whitney test was used for statistical analysis as it is a non-parametric
version of the t-test which compares two means (Field, 2013). Non-parametric testing was used
due to the small sample size and the data was not normally distributed. This research is comparing
the means of the dichotomized independent variables, also referred to as characteristics of the
occupational therapists, to each of the four subcategories of the dependent variable. Statistical
significance for this research study is p < .05. The Mann-Whitney U test was conducted for only
occupational therapists as the sample size of 7 for primary care team members was difficult to
dichotomize with a strategic rationale.
Table 9 describes the results of the vision subcategory scores mean, median, and MannWhitney U test with the dichotomized independent variables previously described. Overall the
mean scores of the vision ranged from 15.50 for OTs working in academia to 18.00 for OTs that
have performed 11–100+ treatment sessions. The median ranged from 15.50 for OTs primarily
working in the academic setting to 18.00 for OTs working 8 or more hours a week in the primary
care setting, OTs who have performed 11–100+ treatment sessions, OTs that have worked one
year or less in the office, and no advanced scheduling. There was no statistical significance
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found at, p < .05, when comparing the occupational therapists’ characteristics when examining
vision as part of a team functioning.
Table 9
Mann-Whitney U Results for OT Background and Vision Outcome
Mann-Whitney
U (p < .05)

N (frequency)
11 (100)

Mean (SD)
16.55 (2.07)

Median
17.00

Years of Experience (10 or less)
10.1 years or more
Education (Ph.D. & doctorate)
Non-doctorate level

5 (45)
6 (55)
5 (45)
6 (55)

16.80 (1.30)
16.33 (2.66)
15.80 (2.59)
17.17 (1.75)

17.00
16.50
16.00
17.50

0.93

Specialization (Gerontology)
Non-gerontology office
<20% FTE (less than 8 hours)

6 (55)
5 (45)
7 (64)

16.50 (1.38)
16.60 (2.88)
15.71 (2.14)

16.50
17.00
16.00

0.58

8 hours or more a week
Less than 1 year in office
One year or more in office
Academia primary work setting
Non-academia setting
OT request referral
OT does not request referral
Another provider requests
referral (ex: social work)

4 (36)
5 (45)
6 (55)
4 (36)
7 (64)
7 (64)
4 (36)
7 (64)

18.00 (0.82)
16.60 (2.80)
16.50 (1.52)
15.50 (2.89)
17.14 (1.34)
17.00 (1.41)
15.75 (2.99)
17.00 (1.41)

18.00
18.00
16.50
15.50
17.00
17.00
16.00
17.00

Another provider does not
Request referral

4 (36)

15.75 (2.99)

16.00

Patient Request
Patient does not Request
Advanced Scheduling

4 (36)
7 (64)
4 (36)

16.75 (1.71)
16.43 (2.37)
16.00 (0.82)

16.50
17.00
16.00

No Advanced Scheduling
# of evaluations (1–25)
(26–100+ evaluations)
# Follow up Treatments (0–10)
(11–100+ treatments)

7 (64)
7 (64)
4 (36)
7 (64)
4 (36)

16.86 (2.54)
16.43 (2.37)
16.75 (1.71)
15.71 (2.14)
18.00 (0.82)

18.00
17.00
16.50
16.00
18.00

Total

0.36

.06
.58
.29
.50
.50

1.00
0.25
1.00
.06
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Table 10 describes the results of the participative safety scores mean, median, and MannWhitney U test with the dichotomized independent variables previously described. Overall the
mean scores of the participative safety ranged from 14.50 for OTs working in gerontology
specialization to 16.75 for OTs whose offices allow another provider to make an OT referral.
Table 10
Mann-Whitney U Results for OT Background and Participative Safety Outcome
Mann-Whitney
U (p < .05)

N (frequency)
11 (100)

Mean (SD)
15.64 (3.17)

Median
15.00

Years of Experience (10 or less)
10.1 years or more
Education (Ph.D. & doctorate)
Non-doctorate level

5 (45)
6 (55)
5 (45)
6 (55)

15.40 (2.88)
15.83 (3.66)
15.60 (4.16)
15.57 (2.50)

15.00
16.00
14.00
15.50

0.93

Specialization (Gerontology)
Non-gerontology office
<20% FTE (less than 8 hours)

6 (55)
5 (45)
7 (64)

14.50 (2.81)
17.00 (3.31)
15.57 (3.41)

14.00
18.00
15.00

.20

8 hours or more a week
Less than 1 year in office
One year or more in office
Academia primary work setting
Non-academia setting
OT request referral
OT does not request referral
Another provider requests
referral (ex: social work)

4 (36)
5 (45)
6 (55)
4 (36)
7 (64)
7 (64)
4 (36)
7 (64)

15.75 (3.20)
14.60 (1.30)
16.50 (3.27)
14.50 (3.87)
16.29 (2.81)
15.57 (2.64)
15.75 (4.43
15.00 (3.16)

15.50
13.00
17.00
13.50
16.00
15.00
16.00
14.00

Another provider does not
Request referral

4 (36)

16.75 (3.30)

17.00

Patient Request
Patient does not Request
Advanced Scheduling

4 (36)
7 (64)
4 (36)

16.25 (3.86)
15.29 (2.98)
15.25 (3.77)

17.00
14.00
15.00

No Advanced Scheduling
# of evaluations (1–25)
(26–100+ evaluations)
# Follow up Treatments (0–10)
(11–100+ treatments)

7 (64)
7 (64)
4 (36)
7 (64)
4 (36)

15.86 (3.09)
14.71 (3.40)
17.25 (2.22)
15.57 (3.41)
15.75 (3.20)

15.00
13.00
17.00
15.00
15.50

Total

1.00

0.85
0.31
0.39
.92
0.39

0.63
0.92
.15
.85
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The median ranged from 13 for OTs working less than one year in the primary care office and
OTs performing 1-25 evaluations, to 18 for OTs working in a non-gerontology office. There
was no statistical significance found at p < .05, when comparing the occupational therapists’
characteristics when examining participative safety as part of a team functioning.
Table 11 describes the results of the task orientation scores mean, median, and MannWhitney U test with the dichotomized independent variables previously described. Overall the
mean scores of the task orientation ranged from 11.86 for settings where the OT completed 0–10
follow-up treatment sessions, to 13.5 for OTs working 8 or more hours in office a week. The
median ranged from 11.0 for OTs working primarily in an academic setting, to 14 which included
non-doctoral level OTs, OTs working 8 or more hours a week, OTs working in non-academia, no
advanced scheduling in office, and OTs completing 1–100+ follow-up treatment sessions in the
primary care office. There was no statistical significance found at p < .05, when comparing the
occupational therapists background when examining participative safety as part of a team.
Table 12 describes the results of the mutual support scores mean, median, and MannWhitney U test with the dichotomized independent variables previously described. Overall the
mean scores of the participative safety ranged from 10.75 for OTs working in academia to 12.50
for OTs who have performed 26–100+ evaluations. The median score ranged from 10.50 for
OTs working in academia to 12 for OTs working in non-gerontological settings, OTs working in
non-academia settings, OTs working one or more year in the office, patient requesting OT
referrals, and OTs performing 26–100+ evaluations. There was no statistical significance found
at p < .05, when comparing the occupational therapist’s background when examining mutual
support as part of a team functioning.
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Table 11
Mann-Whitney U Results for OT Background and Task Orientation Outcome
Mann-Whitney
U (p < .05)

N (frequency)
11 (100)

Mean (SD)
12.45 (2.16)

Median
13.00

Years of Experience (10 or less)
10.1 years or more
Education (Ph.D. & doctorate)
Non-doctorate level

5 (45)
6 (55)
5 (45)
6 (55)

12.40 (1.81)
12.50 (2.59)
11.80 (2.39)
13.00 (2.00)

13.00
13.00
12.00
14.00

0.78

Specialization (Gerontology)
Non-gerontology office
<20% FTE (less than 8 hours)
8 hours or more a week
Less than 1 year in office
One year or more in office
Academia primary work setting
Non-academia setting
OT request referral
OT does not request referral
Another provider request
referral (ex: social work)

6 (55)
5 (45)
7 (64)
4 (36)
5 (45)
6 (55)
4 (36)
7 (64)
7 (64)
4 (36)
7 (64)

12.17 (2.04)
12.80 (2.49)
11.86 (2.27)
13.50 (1.73)
12.20 (2.39)
12.67 (2.16)
11.50 (2.65)
13.00 (1.83)
12.71 (1.80)
12.00 (2.94)
12.71 (1.80)

12.50
13.00
12.00
14.00
12.00
13.50
11.00
14.00
13.00
12.00
13.00

0.58

Another provider does not
Request referral

4 (36)

12.00 (2.94)

12.00

Patient Request
Patient does not Request
Advanced Scheduling

4 (36)
7 (64)
4 (36)

13.00 (2.16)
12.14 (2.27)
12.25 (1.71)

13.50
12.00
12.50

No Advanced Scheduling
# of evaluations (1–25)
(26–100+ evaluations)
# Follow up Treatments (0–10)
(11–100+ treatments)

7 (64)
7 (64)
4 (36)
7 (64)
4 (36)

12.57 (2.51)
12.14 (2.27
13.00 (2.16)
11.86 (2.27)
13.50 (1.73)

14.00
12.00
13.50
12.00
14.00

Total

0.36

.21
.78
.34
.70
.70

0.57
0.63
.57
0.21
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Table 12
Mann-Whitney U Results for OT Background and Mutual Support Outcome
Mann-Whitney
U (p < .05)

N (frequency)
11 (100)

Mean (SD)
11.55 (1.57)

Median
11.00

Years of Experience (10 or less)

5 (45)

12.00 (1.73)

11.00

0.64

10.1 years or more
Education (Ph.D. & doctorate)
Non-doctorate level

6 (55)
5 (45)
6 (55)

11.17 (1.47)
11.60 (2.41)
11.50 (0.545)

11.50
11.00
11.50

0.78

Specialization (Gerontology)
Non-gerontology office
<20% FTE (less than 8 hours)

6 (55)
5 (45)
7 (64)

11.17 (0.75)
12.00 (2.24)
11.57 (1.99)

11.00
12.00
11.00

8 hours or more a week
Less than 1 year in office
One year or more in office
Academia primary work setting
Non-academia setting
OT request referral
OT does not request referral
Another provider request
referral (ex: social work)

4 (36)
5 (45)
6 (55)
4 (36)
7 (64)
7 (64)
4 (36)
7 (64)

11.50 (0.58)
11.00 (1.41)
12.00 (1.67)
10.75 (1.71)
12.00 (1.41)
11.86 (1.46)
11.00 (1.83)
11.71 (1.60)

11.50
11.00
12.00
10.50
12.00
11.00
11.00
11.00

Another provider does not
Request referral

4 (36)

11.25 (1.71)

11.50

Patient Request
Patient does not Request
Advanced Scheduling

4 (36)
7 (64)
4 (36)

12.25 (2.06)
11.14 (1.21)
12.00 (2.16)

12.00
11.00
11.50

No Advanced Scheduling
# of evaluations (1–25)
(26–100+ evaluations)
# Follow up Treatments (0–10)
(11–100+ treatments)

7 (64)
7 (64)
4 (36)
7 (64)
4 (36)

11.29(1.25)
11.00 (1.29)
12.50 (1.73)
11.57 (1.99)
11.50 (11.5)

11.00
11.00
12.00
11.00
11.50

Total

0.40
.85
.30
.20
.56
.92

.33
0.77
.14
.85

To ensure validity with the small sample size, the mean result of vision, participative
safety, task orientation, and mutual support will be compared to a study with a higher sample
size. The external study by Strating and Nieboer (2009) examined psychometric properties of a
Dutch version of the TCI-14 in healthcare quality improvement and had a sample size of n = 139.
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Table 13 compares the means from both studies; no outliers or extraneous results are noted from
this study when compared to Strating and Nieboer’s study with a higher sample size.
Table 13
Means of Team Functioning When Comparing Studies

Strating & Nieboer (2009)
(n = 139)
Royeen (2020)
(n = 11)

Vision
16.3 (2.1)

Participative
Safety
16.2 (2.2)

Task
Orientation
11.0 (2.0)

Mutual
Support
11.0 (2.0)

16.5 (2.1)

15.6 (3.1)

12.5 (2.2)

11.6 (1.6)

Quantitative Summary of Occupational Therapists
The quantitative sections answer the first research questions, which states:
1.

What characteristics of the occupational therapist are associated with team
functioning amongst the primary care team?

There are no predictive characteristics of the occupational therapists that are associated with
team functioning amongst the primary care team. There was no statistical significance found at
p < .05, when comparing the occupational therapist’s background when examining all aspects of
team functioning including vision, participative safety, mutual support, and task orientation. The
null hypothesis is accepted. All characteristics of the occupational therapists previously stated
did not have an association with any aspect of team functioning.
The scores of each subcategory will now be described. This information is important as
this study has a small sample size, and may be indicative of future research. For clarification, no
results were significant but means and medians will be examined for future research purposes.
Examining the scores for vision, occupational therapists working in the academic setting had the
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lowest mean and median vision scores. Occupational therapists performing 11 or more followup treatment sessions had the highest mean and median for vision. In addition, OTs working 8
hours a more or hours a week in the primary care office, OTs working less than one year in the
primary care office, and offices where there was not advanced scheduling also had the highest
median score.
Further examination for participative safety will be described. There were no significant
associations of predictive characteristics of the occupational therapist and participative safety
scores. The lowest mean and median scores were OTs working in gerontology settings and OTs
working less than one year in the primary care office, respectively. The high mean and median
scores were offices where another provider can make an OT referral and OTs working in a nongerontology office.
Further examinations of task orientation results will be described. There were no
significant associations of characteristics of occupational therapists and task orientation. The
lowest mean and median scores were settings where there were 0–10 follow-up treatment
sessions being completed and OTs working in academia, respectively. The highest mean and
medians were OTs working 8 or more hours in office a week and non-doctoral level OTs
working in primary care, OTs working in non-academia, no advanced scheduling in office, and
11–100+ follow-up treatment sessions completed by OTs in the primary care office.
Further examination of mutual support will now be described. There were no significant
associations of characteristics of occupational therapists and task orientation. OTs working in
academia had the lowest mean and median scores. OTs performing 26–100+ evaluations had the
highest mean and median scores. In addition, the highest median scores were OTs working in
non-gerontological settings, OTs working in non-academia settings, OTs working one or more
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year in the office, and patient requesting OT referrals. There was no statistical significance
found at p < .05, when comparing the occupational therapist’s background when examining
mutual support as part of a team functioning.
In summary, only one characteristic was in the high and low scores, which was working
less than one year in the primary care setting; otherwise no characteristics were considered both
high and low. Overall the characteristics with lowest mean and median results were OTs working
in academia, OTs completing 0–10 follow-up OT treatment sessions, OTs working in gerontology
settings, and OTs working less than one year in the primary care office. There were several
more characteristics for the highest mean and median results which include: OTs working in
non-gerontological settings, OTs working in non-academia settings, OTs working one or more
year in the office, OTs working less than one year in the office, patient requesting OT referrals,
OTs performing 26–100+ evaluations in the primary care office, offices where another provider
can make an OT referral, OTs working 8 or more hours in the office, non-doctoral level OTs,
OTs working in non-academic settings, offices where there is no advanced scheduling, and 11–
100+ follow-up treatment sessions completed by OTs in the primary care office.
In total, 3 characteristics are identified to have one category in the lower score and the
other in the higher score. These characteristics include (from lowest score to highest score):
OTs working in academia versus non-academia, OTs completing 0–10 follow-up OT treatment
sessions versus 11+ treatment sessions, and OTs working in gerontology settings versus nongerontology setting. In addition, referral methods are noted to have higher scores which are
patient requesting the OT referral, having another primary care team member (such as social
work) suggest an OT referral, and not having advanced scheduling.
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Descriptive Findings of Participants: Primary Care Team Members (Non-OT)
The results of the primary care team members’ quantitative data will now be described.
Data collection began February 5, 2019 and ran through May 3, 2019. Data was collected
through Survey Monkey. There was a total of 8 participants; one participant was excluded as
there was missing data. Of the 7 participants, all gave contact information and 3 qualitative
interviews were completed. The demographic information has been divided into different
categories. The number of participants is included followed by overall percentage. The raw
data from Survey Monkey was manually entered into SPSS and frequencies were analyzed. All
frequencies were examined for missing or inaccurate data; after this all data was checked again
to ensure accuracy.
Table 14 describes demographic information for the primary care team member which
consisted of social workers, physician assistant (PA), nurse practitioners (NP), and medical doctors
(MD). There were 4 females and 3 males and ages ranged from 29 to 58 years. All practiced in
an urbanized population area in Illinois, either in a Gerontological or Palliative care office.
Table 15 describes information about the primary care office. The primary care team
members work a range of 9 hours a week to 45 hours a week in the primary care setting. The
primary care team members have worked with the OT or referred OT services 11–50+ times
within the Gerontology and Palliative care clinic. The primary care team members have worked
with the OT for 6 to 48 months and one member reported there were recent staff changes in the
office.
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Table 14
Demographic Information for Primary Care Team Members
Total
n = 7(%)
Gender
Female
Male
Age
24–29 years
30–39 years
40–49 years
50–59 years
Professional Experience
0.1–5 years
5.1–10 years
15.1–25 years
State of Professional License
IL
Urban vs. Rural
Urbanized Area (population of 50,000+)
Type of Office
Gerontology
Palliative
Professional Credentials
MD (Attending)
LCSW
PA
NP

4
3
1 (14)
4 (47)
1 (14)
1 (14)
2 (29)
4 (47)
1 (14)
7 (100)
7 (100)
6 (86)
1 (14)
3 (43)
2 (29)
1 (14)
1 (14)

Short Team Climate Inventory-14 with Primary Care Team Members
Table 16 presents the results of the mean and median scores for vision, participative
safety, task orientation, and mutual support. The highest mean score was for participative safety
and lowest scores were for task orientation and mutual support. The highest median score was
for vision and participative safety, and lowest median score was for task orientation. Statistical
analysis was not completed as n = 7 is too small of a sample size for non-parametric testing as
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identified by this researcher and no rationale to divide the variables was identified when
examining data.
Table 15
Primary Care Office Information
Total
n = 17(%)
# of Hours per Week in the Setting
9
24
40
45
# of Referrals Given OR Patients worked with
that have also seen OT
11–25
26–50
50+
# of Months working with OT
6 months
11 months
18 months
24 months
36 months
48 months
Changes in Office
No
Yes (staff changes)

1 (14)
29
4 (8)
1 (14)

3 (43)
2 (29)
2 (29)
1 (14)
1 (14)
2 (29)
1 (14)
1 (14)
1 (14)
6 (86)
1 (14)

Table 16
Team Climate Inventory-14 Results of TCI-14 for Primary Care Team (Non-OT)
Vision
Participative Safety
Task Orientation
Mutual Support

Frequency (n)
7
7
7
7

Mean (SD)
17.43 (1.81)
17.71 (1.89)
13.00 (1.41)
13.00 (1.41)

Median
17
17
12
13
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Short Team Climate Inventory-14 Results of Primary Care Team (Non-OT)
When Comparing Means
Table 17 presents the results of the mean averages for the subcategories of the TCI-14 for
the occupational therapists and primary care team members of this study and the external study,
by Strating and Nieboer (2009), previously referenced with an n = 139. Overall the primary care
team member’s vision, participative safety, task orientation, and mutual support scores are higher
when compared to the occupational therapist’s scores and the external study; however, this study
has the smaller sample sizes, which may skew the results. A larger sample would need to be
obtained to ensure validity.
Table 17
Team Climate Inventory-14 Results of Primary Care Team When Comparing Studies

Vision
Participative Safety
Task Orientation
Mutual Support

Occupational
Therapist Mean (SD)
n = 11
16.6 (2.07)
15.6 (3.17)
12.5 (2.16)
11.5 (1.57)

Primary Care
Team SD
n=7
17.4 (1.8)
17.7 (1.8)
13.0 (1.4)
13.0 (1.4)

Strating & Nieboer
(2009) SD
n = 139
16.3 (2.10)
16.2 (2.26)
11.0 (1.99)
11.0 (2.03)

Quantitative Summary of Primary Care Team Members
Overall the mean scores of the primary care team members were higher when compared
to the occupational therapists and external study. This sample size is too small to generalize these
results and is an observation that may be beneficial for future research. In addition, this sample
size was too small to complete Mann-Whitney U, but obtained important information on demographic data to understand logistics of what comprises primary care teams and how primary care
team members use OT services.
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Qualitative Results
Research Question
The qualitative results address the second research question:
2. How do experiences of primary care team members fit with the principles of a teambased approach when an occupational therapist is present in the primary care setting?
This research question will be answered in two parts. As described in Chapter 3 methodology,
the occupational therapists and non-occupational therapy team members had different semistructured questions. The first part will examine occupational therapists’ experiences of working
as part of a team-based approach within a primary care setting. All non-occupational therapy
team members were providers (MD, NP, PA); therefore, the second part will examine providers’
experiences of working as part of a team-based approach where an occupational therapist works
within their primary care setting.
Qualitative Analysis
All participants were contacted through preferred contact information they provided
during the quantitative portion of the study. The qualitative analysis process will now be described.
Overall the qualitative analysis used both inductive and deductive coding and had a total of 7
occupational therapy participants. These occupational therapists worked in different settings
across the United States as described earlier. The qualitative methodology used content analysis
to explore if the five themes related to the principles of team-based approach as identified by
Mitchell et al. (2012) were endorsed in the participant’s interviews and experiences (Sandelowski,
2000). The five principles of a team-based approach, which include shared goals, clear roles,
mutual trust, effective communication, and measurable process and outcomes, were used for
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deductive coding, and a codebook was created based on the principles prior to initiation of
qualitative data analysis as noted in Appendix L (Mitchell et al., 2012). These deductive codes are
also a priori codes, since they are identified before data analysis. The semi-structured nature of
the questions borrows from phenomenology as it examines the experiences of health care professionals working as part of a primary care team when an OT is present, and allowed for themes
outside of the five principles to emerge (Green & Thorogood, 2014). Content analysis was used
to identify emergent, or inductive codes.
The qualitative interviews were listened to by this researcher to ensure quality of data and
allow a first impression of the data. For example, overall tone and attitude of participants were
noted. Three transcripts were cross referenced with audio to ensure accuracy with the transcription
process by Rev. ATLAS:ti 8.1 was the qualitative data analysis software used for content analysis.
Each individual transcript was read by this author and codes were assigned by highlighting text
and assigning it a tentative code. If the code did not fit with the deductive or a priori codes, the
new tentative code was created based on the theme of content. The search feature was used only
after coding had been completed to allow this researcher to find a particular text if needed,
especially when examining data for trustworthiness and coding methodology.
This process of coding was completed for both the occupational therapists and providers
separately under different projects in ATLAS:ti 8. At completion of data analysis, when all
transcripts were read and codes were assigned, codes that had several lines associated with it
were further coded into more detailed codes. Once this step was completed all codes were
examined and as appropriate, were assigned under one of the five principles of team-based
approaches. The remaining codes were examined, and new themes were created based on the
codes, which was the inductive coding. The five principles of a team-based approach are not
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mutually exclusive (Mitchell et al., 2012), and transcripts were coded to the most appropriate
theme. While coding for inductive themes, there was also overlap noted with inductive and
deductive codes, and the most relevant themes or subthemes were identified.
This author met with Dr. Mary Lagerwey and Dr. Steven Eberth on several occasions
before and during data analysis to address trustworthiness. Dr. Lagerwey is an expert in qualitative analysis with multiple peer-reviewed publications with qualitative methodology and
teaches a graduate level qualitative research course. Dr. Eberth is also skilled in mixed methods
with published studies in peer-reviewed journals. This author is the only researcher to code all
data; therefore, to improve validity of coding, committee members and Dr. Steven Taylor,
faculty who performed qualitative interviews, participated in discussions to confirm coding
methodology, codes, and themes identified. The deductive codebook was sent to Dr. Lagerwey
and Dr. Eberth, and they confirmed appropriateness of use for deductive coding. Inductive codes
were also sent to Dr. Lagerwey and Dr. Eberth to review and confirm appropriateness of
identified codes during data analysis. Transcripts, inductive and deductive code, and coding
methodology were discussed with Dr. Lagerwey, Dr. Eberth, and Dr. Taylor during data
analysis; codes, concepts, and themes were discussed and confirmed for appropriateness of
qualitative methodology from assigning codes, to coding and identifying themes from selected
transcript. This contributes to the validity of the qualitative data analysis process and trustworthiness of results.
Occupational Therapists’ Qualitative Results: Deductive Themes
The results of the qualitative data will now be described and will first start with the
occupational therapists’ results followed by the providers. The deductive themes will be
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described first, which are related to the five principles of team-based care as identified by
Mitchell et al. (2012) and described in Chapter 1. Each principle will be considered a theme for
data analysis purposes. Appropriate subthemes will also be described.
Theme 1: Clear Roles
Clear Roles is the first deductive theme identified in the data and is defined as “clear
expectations for each team member’s functions, responsibilities, and accountabilities, which
optimize the team’s efficiency and often make it possible for the team to take advantage of
division of labor, thereby accomplishing more than the sum of its parts” (Mitchell et al., 2012,
p. 6.) Members of the primary care team comprise of different disciplines with unique educational
and background experiences (Mitchell et al., 2012). It is important for these team members to
have an understanding of others’ roles to best work together as a team to maximize patient care.
Clear roles also relate to General Systems Theory, in which a greater understanding of each
discipline’s role to work together produces a greater product when compared to each discipline
working independently within the same healthcare system (Hanson, 1995). Defining clear roles
occurs in the second stage of team development identified by Tuckman (1965), which is storming.
In this stage, establishment of roles occurs and may be chaotic during this time. Occupational
therapists are storming with the team to help establish OT roles within the primary care team.
Table 18 identifies the codes related to clear roles found in the data. A brief description of
the code is also included in Table 18, and definitions are provided; when applicable, definitions
identified by Mitchell et al. (2012) are provided. The example column contains a brief quote from
the transcripts to provide an example from the data to support the correlating code. Providing
quotes gives examples of direct data on describing a phenomenon, rather than just labeling it as a
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code (Sandelowski, 1994). Direct quotes were minimally changed; for example, parentheses were
provided to add clarification to strive for a ‘preservationist’ approach which seeks to maintain
the original intent of the quote the participant had (Sandelowski, 1994, p. 481). Quotes were
selected while keeping confidentiality of participants in mind, and direct names or contextual
information were omitted to preserve confidentiality (Sandelowski, 1994). This researcher chose
to include quotes, as it provides richer data and further context on codes, while considering
confidentiality and integrity of data.
Table 18
Occupational Therapists Deductive Codes for Clear Roles Theme (Mitchell et al., 2012)
Code (# of times
identified)
Autonomy to
implement plans (12)

Flexibility (5)

Offset provider
responsibility (7)

Description
The occupational therapist
able to evaluate and treat the
patient as appropriate from
OT perspective (p. 10)

Example from Transcript
“I am seeing the patient for a cognitive
test and then I’m doing those but also
digging a little bit and finding things
that the doctors weren’t necessarily
aware of. So I think we kind of provide
our worth that way.”
“Team members must
“[The providers] have a lot of pressures
anticipate and embrace
of their own and their own time conflexibility as needed” (p. 11) cerns, so for me just being adaptive to
each person’s working style has worked
the best.”

The occupational therapist
has potential to offset
provider responsibility

“And so I’ve, you know, I end up being
very flexible because, I am the person
walking in to their space at this point.”
“I think the providers do a little bit less
intensive [education]. [For example],
you’re newly diagnosed with diabetes,
you’re going to meet with the OT now
and they are going to teach you how to
use the glucometer and talk about the
disease and what you should be doing in
terms of lifestyle and medication.”
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Table 18—continued
Code (# of times
identified)
Identifying most
appropriate team
member (12)

Defining roles to
patients and families
(4)

Lack of understanding
OT role (4)

Ongoing discussion
(3)

Provider Supportive
(7)

Provider is Leader
(24)
Understanding of
Roles (28)

Understanding of OT
role (94)

Description
When an occupational
therapist helps connect the
patient with the most
appropriate team member,
resource or referral.

Example from Transcript
“So I then prompted the doctor that I
thought he needed to work with the
psychologist a bit before I worked
directly on the diabetes cause I didn’t
think we would be able to make much
progress.”
Educating patient and family
“it enhances their understanding of
of team member’s role is
why they received that referral and
important to encourage them to what we’re going to do for them.
participate as team members as Whereas if they just see it on a piece
well (p. 9).
of paper, I don’t think they get the full
picture of why they were referred for
OT.”
Instances where the team has
“But making sure that they [providers]
decreased awareness of OT
do understand our role, and then
roles
getting the physicians to realize that
it’s not added work for them to refer
people to us, it’s been challenging.”
“Team members must engage
“So I’ll send the physician, uh, a
in honest ongoing discussion
secure e-mail, kind of giving them an
about preparation and
update.”
capacities of team members to
best utilize skills, interests and
resources (p. 10).”
The provider has instances of
“I have this one physician where I
taking a supportive role of the work with her really closely and at the
OT entering the primary care
beginning of the day we just kind of
clinic.
triage.”
Identified Provider (MD, DO,
NP, PA) as the role ‘leader’ of
the team
“Essential for team members
to develop a deep understanding and respect of
discipline-specific roles and
responsibilities can be maximized to support achievement
of team’s shared goals” (p. 10)
Instances where the primary
care team is understanding and
being educated on OT roles
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Clear Roles Sub-theme: Understanding of OT Roles. Understanding of OT roles was
the most frequent sub-theme at the completion of data collection as noted in Table 18 within the
roles theme. Due to the broad nature of the code and overarching concepts it encompassed, the
code was further analyzed as a sub-theme. All codes labeled ‘understanding of OT roles’ were
further examined and coded into further detail. Table 19 lists the code, a description of the code
and as appropriate, an example from the transcript.
Table 19
Clear Roles Sub-theme: Understanding Occupational Therapy Roles
Code (# of times identified)
Assess patient’s readiness for
change (1)
Attending Team Meetings (1)
Identify new barriers/
concerns after provider visit
(1)
Champion in office to
educate team about OT roles
(2)

Chronic Conditions (1)

Chronic Pain (3)
Clinical Administrator (1)

Example from transcript
Description
(as appropriate)
Assess patient’s readiness to
implement interventions
OT attending team meetings
OT identifying new barriers/
concerns of the patient after
the provider visit
Provider in office that
“the physician always is
advocates and educate other
telling other people that are
team members about OT Role new to the practice what me
and the other OT are doing so
that there can be
collaboration there too.”
OT to evaluate and treat
“The medical director
patients with chronic
recognizing that OT really
conditions
kind of has, I mean, a kind of
a broad skillset. You know,
from orthopedics to mental
health type of conditions, to
chronic conditions, to just
lifestyle.”
OT to evaluate and treat
patients with chronic pain
OT had an additional role of
being clinical administrator in
the office
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Table 19—continued
Code (# of times identified)
Cognitive Assessment (5)

Consultative (4)

Contribute to patient care (1)

Diabetes Management (3)
Driver’s Rehabilitation (3)

Education about OT
specializations (3)

Description
OT administers cognitive
assessments to patients in the
office
OT providing a quick
consultative evaluation and
treatment in the office
OT being a contributing
member of the primary care
team

OT to evaluate and treat
patient with diabetes
OT to help screen for
appropriateness and ability
for a patient to drive
Educate team members about
different populations OT
work with or specialized OT
programs

Educate outside offices of OT OT has a practice set up in a
services in primary care
primary care office. OT’s
office (1)
educated outside offices they
can provide OT services
located within a primary care
clinic to focus on self-care
management interventions.
Educate team about OT role
OT educating members of the
(including providers,
primary care team of OT role
residents, medical students)
and services offered.
(8)

Example from transcript
(as appropriate)

“I would see myself as
helping the patient, you
know, engage in problem
solving or take on strategies
they use day to day, to help
them participate more in life.”
“I’ve had people [providers]
come to me for driving
questions.”
“I know the doctors are more
aware now that we actually
treat lymphedema in outpatient and they know that we
have a driver’s rehab program,
where I know before a couple
of the doctors up there didn’t
even know that we did that
for them.”

“Basically once we’ve just
kind of educated them each
about what we were capable
of, they have a better insight
as to when it is appropriate
for an OT to come in and do
screenings.”
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Table 19—continued
Code (# of times identified)
Educate patient on OT role
(2)
Educators (2)

Description
OT educating patients and/or
patients family member about
OT role
Educate patients

Established role increases
respects (1)

As the role is established in
the primary care office,
respect for the role also
increases

Expand on provider services
(1)

OT evaluation and treatment
can expand on the provider
interventions
OT’s area of expertise and
focus is in function and
occupations that are
important to the patient

Expertise in functional and
occupational performance (9)

Health and Wellness (2)

OT focus on promoting
health and wellness as it
relates to the patient’s daily
functioning

Example from transcript
(as appropriate)

“I would really describe our roles
as the educators.”
“It’s really teaching people about
[their diagnosis] so they have a
deeper understanding of their
role in maintaining their disease
or improving their condition.”
“In the beginning….I would be
in the middle of assessing a
patient and you know a medical
assistant would come in. Um,
where that doesn’t seem to
happen as much as it used to.”

“I know nobody else is asking
these questions, you know, asking
how the client perceives their
performance in these daily things.
You know, if your day starts off,
you slept crappy and because of
pain and know you wake up and
you’re still in pain, and it’s
raining outside, life sucks.”
“OTs have a great understanding
of multiple factors, lifestyle
factors, environment, psychosocial that can come into play in
helping a patient improve their
health or manage their day to
day. Um, whereas I don’t…
There’s no other profession or
clinic that has that approach of I
don’t think there’s any other
profession that has that approach.
I think that’s what’s really
unique about OT.”
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Table 19—continued
Code (# of times identified)
Holistic Approach (9)

Description
OT using a holistic approach
as part of their role within the
office

Identifying barriers alongside
patient (5)

OT working and interacting
with patients to identify
barriers
OT identifying needs of the
patient and sharing with team
members

Identifying patient needs (5)

Increasing OT referrals (2)

OT’s taking an active role in
increasing # of OT referrals
in the clinic

Meeting unknown need of
office (1)

Through OT intervention and
education, increased utilization of a particular OT
service.
OT focus on evaluation and
interventions that are nontraditional to outpatient
services

Specialized OT services (3)

Psychosocial needs (6)

Resource for provider (3)

OT evaluating and providing
interventions on psychosocial
aspects of patient
OTs are another resource in
the primary care office for the
provider, and primary care
team, to collaborate with.

Example from transcript
(as appropriate)
“I mean OT first [for referral]
because when we do this very
well rounded assessment that’s
looking at multiple aspects of
their health, you know, their
social, their environment. And I
recognize like, you know, I am
not going to have much headway
until we get psychology on
board.”
“he was not ready because of his
depression.”
“we quickly discovered that
nobody, no student group at the
clinic was addressing those
underpinning psychosocial needs
of the clientele to help with
managing their chronic
conditions.”
“So we’ve done a few things, we
had a couple in-services for
physicians…..We have seen
some referrals from that.”
“The cognitive portions [of
referrals] has definitely increased
in our role.”
“So they [outpatient OT] are not
necessarily prepared to receive
referrals from us or an individual
with chronic pain opioid
addiction.”
“Because I know nobody else is
asking [psychosocial questions].”
“I’m basically, um, just kind of,
support as needed for the
practitioners that are seeing their
patients.”
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Table 19—continued
Code (# of times identified)
Routine established after one
year (1)
Safety Education (3)
Self-Care Management
Education (3)
Patient understanding plan of
care (2)

Working with complex
patients (3)

Problem solving logistics

Example from transcript
Description
(as appropriate)
OT’s role felt established after
one year from therapist
perspective.
OT providing safety education
to patients.
OT providing self-care management education to patients.
OT educating patient on their “I serve a lot of different
plan of care.
functions. You know one
thing is, kind of helping the
patient make sense of their
plan of care. So, I’ll ask
“Okay the doctor just told you
a lot of things that you’ve got
to do, do you know where
you’d like to get started?”
OT working with patients that “I think it’s the more complex
seem complex. They may be patients that they’re kind of at
labeled as ‘difficult,’ have
a loss, that they’re not sure
multiple co-morbidities or
what their next step should
seen as uncompliant.
be.”
OT problem solving to
“…at the beginning it was a lot
overcome logistical issues or
of educating the team
barriers of integration in
members on OT’s role…and
primary care setting.
figuring out time and space
and logistics and, um, all that
good stuff.”

Clear Roles Sub-theme: Understanding Roles of Primary Care Team. Understanding roles of other members of the primary care team was another large sub-theme within the
roles theme, and is another sub-theme identified. This sub-theme encompasses the importance of
understanding the roles of all other team members. As identified in Table 20, it is important to
understand other team members’ roles in order to best delegate tasks to provide the best care; this
is important to achieve the shared goals established with the team members and family (Mitchell
et al., 2012). This is also in congruence with the storming stage of team development as team
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members strive to understand one another’s goals to help progress to the next stage of team
development—norming—where the team works more cohesively with one another towards
common goals. There were several different examples of the occupational therapists’ experiences
that developed a better understanding of other team members’ roles and educating team members
about OT’s role. Table 20 will provide a code, explanation of the code, and an example of a
transcript as appropriate.
Table 20
Clear Roles Sub-theme: Understanding Roles of Primary Care Team
Code (# of times identified)
Collaborating with provider
during patient visit (1)

Description
Provider acknowledging,
he/she would like OT to have
a collaborative role.

Learning about other
disciplines roles (1)

Primary care team members
understanding other team
member’s role.

OT expanding services on
already established
intervention (4)

OT providing additional
resources, education and/or
intervention to an area of
concern addressed by another
provider.
Provider performs home
visits.
Providers asking about ADL
and IADL performance of
patients.

Provider performing home
visit (1)
Providers ask about
ADL/IADLS (1)

Example from Transcript
“when we first started go into
the clinic there was a doctor
there that instead of us just
coming in after he was done,
um, assessing the patient, he
actually wanted us to be part
of his assessment.”
“it makes you feel more like
you’re part of the interdisciplinary team. Um, you
get to, uh, you know, learn a
lot about what the other
disciplines do, and kind of
work more to help the patient
as a whole, so I’ve enjoyed
that part.”
“So we provide assessments
that further the physician’s
understanding of the disease
state for that patient.”

“..the geriatricians do a really
good job of asking ADL and
IADL types of questions…”
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Table 20—continued
Code (# of times identified)
Telehealth visit (1)

Description
Providers providing
telehealth visits.

Understanding other
members can answer
questions (1)

OT understanding they don’t
need to know all the answers
because there are other
members of the team that can
focus on those areas.
OT trying to understand other
roles on the primary care
team.

Understanding other teammembers’ role (2)

Example from Transcript
“…. but for usually the
telehealth visits end up
happening, if, um, there’s like
a patient has an odd case and
they can’t get in that day, but
need to be seen that day, um,
to be told whether or not they
should go to the ER..”

“That was like an interesting
platform to see all the
different views and
perspectives and focuses of
the different professions.”

Clear Roles Sub-theme: Provider as Leader of Primary Care Team. Leadership by
the provider emerged as another sub-theme under the roles theme. Providers refer to MDs, NPs,
and PAs as identified from the data. There were instances where team members felt like equal
members of the team; however, overall the ultimate responsibility for the patient was on the
provider. Therefore, the provider being the leader of the primary care team was noted throughout all participants. This is true for a variety of reasons, one of which was a referral from the
provider is necessary in order for the OT to see the patient. Table 21 describes instances in how
OTs demonstrated or acknowledged that the providers were leaders of the team by providing a
code, description of code, and an example as appropriate.
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Table 21
Clear Roles Sub-Theme: Provider as Leader of Primary Care Team
Code (# of times identified)
OT being adaptive to
provider (1)
Provider prefers to make the
OT referral (1)

Communication through
provider (6)

Gatekeeper (3)

Increased presence, increased
role integration (1)

Description
OT trying to adapt their
approach to meet the needs of
the provider.
The provider has expressed
preference of requesting OT
services, does not prefer OT
asking to see his/her patients.

Example from Transcript
“And so I’ve, you know, I
end up being very flexible.”

“There’s one doctor who does
not want you to go up and ask
her if you can see one of her
patients, she needs to come to
you.”
The provider being center of
Usually [communicate]
all communications amongst through the primary care
the primary care team
physician. Um, the only time
members.
I really see the MAs interacting with the pharmacist or
anybody else is kind of when
they’re, when they’re done
rooming the client. They can
come in and say like, “Oh,
Ms. Jones is ready for you in
room two.” “There’s not
much, um…yeah, there’s not,
it seems like really interprofessional until you…think
about it this way.”
Provider acting as gatekeeper. “…there’s like two or three
physicians in the office at
once, so sometimes the
physicians will, they share
that kind of gatekeeper role I
guess depending on who’s
there.”
As OTs increase presence in
“I would say that as we’ve
the primary care practice, the been there longer we’ve
providers have an increased
increased our role with like
awareness of OT’s roles.
psych services, and I think
that as the doctors and NPs
kind of get a better understanding of everything that
we can provide for them,…,
in more what than they
originally did when we first
started.”
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Table 21—continued
Code (# of times identified)
Interpersonal relationship (1)

Interprofessional center (1)

Description
Interpersonal relationships
where OT acknowledges
power differential between
OT and provider.
Description of a primary care
team emerging from an
interprofessional education
center.

Example from Transcript

Participant: “And part of that
is because, you know, the
grant came through, the, you
know, for this clinic through
our IPE center.
Steve: Do you find it’s
effective and helpful, that
model?

Mentor/contact to OT in the
primary care clinic (1)
Provider interested in holistic
approach (1)

Understanding how to
educate providers (1)

Referral generated by
provider (3)

A provider being a primary
contact and mentor for the
OT in the office.
The provider being open to
having an OT in the clinic
because they are interested in
providing holistic care to
patients.

OT understanding how to
cater education of OT
services to providers and
trying to make the education
relevant to the provider’s
work and goals.
Referrals are required to be
generated by provider in
order for OT to evaluate
patient

Participants: “I do, I
absolutely do. Because it’s
not physician dominant.”
“one physician is like our
mentor per se, like she’s the
one that we go through.”
“And we were expecting her
[provider] to be very medical
model, but she was surprisingly like very interested in
holistic approaches and this is
basically the reason that
we’re in this primary care
clinic, because she sees the
value of OT…”
“….and learning how to
present the information in a
way that is relevant to their
[providers] work. Because
they do act as gatekeepers in
this environment still.”
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The following quote has great relevance to the clear roles theme as it encompasses
several codes previously identified and provides a concrete example of how the provider is
viewed as leader of the team. This quote is included as it gives insight into the OT’s thought
process when entering the clinic and trying to integrate onto the primary care team, while
acknowledging the leader is provider. A participant stated:
Just recognizing that at this point… when we’re walking into the door we’re kind of
walking into their [provider’s] environment, they like, they’ve been working in that space
for a while and we are kind of, you know, a new element in their space. And they have a
lot of pressures of their own and their own time concerns, so for me just being adaptive to
each person’s working style has worked the best. Just kind of figuring out, like, “Okay
how, am I going to get an in with this particular physician and their patients? What is
going to work best for this relationship?” And so I’ve, you know I end up being very
flexible because um, I am the person walking into their space at this point.
Theme 2: Effective Communication
Effective Communication is another common deductive theme identified throughout the
transcripts. Effective Communication entails the team prioritizing effective communication and
working to improve communication skills amongst the team continuously (Mitchell et al., 2012,
p. 16). Communication is an all-encompassing term for any type of communication from inperson, to written and electronic. Communication is an important element the team participates
in to ensure different perspectives are being discussed. Effective communication incorporates
active listening and a willingness to learn from one another (Mitchell et al., 2012, p. 17). This
type of communication allows for clarifications about misunderstanding or adding clarity about
roles or patient’s plan of care. In addition, a component of effective communications is being able
to identify signs of tension or conflict and communicating to work through the issues (Mitchell
et al., 2012, p. 18). Effective communication to overcome conflict occurs in the norming stage
of team development as team members are able to be productive in their communication skills to
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overcome barriers that arise. Table 22 identifies codes and the description of the code. The
example column contains a brief quote from the participants as appropriate.
Table 22
Occupational Therapists Deductive Codes for Effective Communication Theme
Code (# of times identified)
Decreased interdisciplinary
communication (2)

Active listening to
family/clients (3)

Active listening to team (5)

Recognition of tension and
conflict (1)

Quick information sharing
through in-person
communications*
Information sharing*

Description
Barriers to interdisciplinary
communication.

Example from Transcript
“There’s one doctor who does
not want you to go up and ask
if you can see a patient, she
needs to come to you.”
Important to demonstrate to
“So, um, lots of questions are
show a willingness to listen
being asked on, from both
(Mitchell et al., 2012, p. 17); ends, um, and they [family]
when OT demonstrates active …and all their questions do
listening to family members
get answered, so that is a nice
and/or clients.
dialogue there.”
Important to demonstrate to
“So, everyone is coming in
show a willingness to listen
with the intention of listening
(Mitchell et al., 2012, p. 17); to each other and the intenwhen OT demonstrates active tion of taking that time, to do
listening to other team
that and setting aside the time
members.
at the beginning of the day
and at the end of the day to do
that briefing and debriefing.
OT recognizing sources of
“But it’s also kind of
tension and potential conflicts frustrating because they’re
that could arise.
only asking a lot of times,
sometimes they’re not, but a
lot of the times they’re asking
me like, ‘Oh you could do the
cognition,’ so it’s been like
proving that we can do so
many other things but still
like having a hard time with
them acknowledging that and
asking us to do those other
things.”
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Table 22—continued
Code (# of times identified)
Willingness to learn (9)

Description
Team members demonstrating a willingness to learn
from the perspective of the
OT.

OT introducing self to create OT developing personal
interpersonal relationships (1) relationships with provider.

Example from Transcript
“I would say that just the MDs
and nurse practitioners, the
more that they work with us I
think that they become more
supportive of what we do.”
“Um, so at the beginning it
was a lot of educating the
team members on OT’s role
and also just kind of introducing ourselves as human
being to them.”

*Described in subsequent sections
Effective Communication Sub-Theme: Information Sharing Through In-Person
Communication. There were a variety of ways communication was described across the
primary care settings among the occupational therapists. Further detailed examples will be
provided in two sub-themes of effective communication. The first sub-theme is related to
information sharing through in person communication and details are described in Table 23.
These codes relate to how the occupational therapists interacted with primary care team members
within the primary care setting. These interactions ranged from formal encounters to brief
informal encounters.
Effective Communication Sub-Theme: Information Sharing Excluding In-Person
Communication. This sub-theme of effective communication included ways in which occupational therapists interact with members of the primary care team that do not include in-person
communication. This includes use of technology, such as the electronic medical record, to promote
communication. These ways of communication may occur when the provider is with other
patients and the OT would like to share their evaluation and intervention tools. In addition,
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occupational therapists may be documenting in EMRs to contribute to the plan of care or for reimbursement purposes.
Table 23
Effective Communication Sub-Theme: Information Sharing Through In-Person Communication
Code (# of times identified)
Team Meetings (12)

1:1 with provider about
patient (8)

Informal encounter after team
sees patient (5)

Meeting with provider and
follow up with patient (1)

Description
OT communicating
information (about OT role or
patient care) to members of
the primary care team
through team meetings.

Example from Transcript
“so we, um, have been
sometimes going to team
meetings and talking a little
bit about like our role and
how we’re planning on
helping patients…”

“Some of them [providers] I
see in meetings regularly, so I
just updated them on what’s
happened with the patient.”
Direct communication
But any recommendation I
between OT and provider.
make, also, especially if it’s
for outpatient, or something
like that, I’m definitely verbally telling them [provider].
And writing a note.”
An informal meeting after all “we have many huddles after
members of the team has seen a client sees a practitioner, we
a patient that includes, prohave a mini huddle to keep
vider, OT and relevant team
everybody in the loop. And I
members.
share this and the MD said to
me, she goes, ‘Oh my God,
we’ve never asked her that.’”
OT meets with the provider to “We usually do a really short
discuss the patient, and after
discussion of, you know, what
this meeting both the OT and the physician might think the
provider follow up with
issues are for that person, and
patient
then um, you know, we both
talk to the client….”
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Table 23—continued
Code (# of times identified)
Warm hand off (4)

Description
Provider introducing OT to
patient and letting OT take
over direct patient care at that
point.

Huddle post clinic (2)

Team having a brief huddle
after clinic to discuss
procedure and concerns.

Example from Transcript
“So, usually what happens is
if it’s the first time I will see
a client, um, the physician
will go in first just to facilitate that warm handoff.
Cause the patients don’t
necessarily expect to see an
OT on the day that they’re
coming in for their Primary
Care Visit.”
“we actually have a postclinic huddle, um, it’s about
15 or 20 minutes. And
everybody is reflecting on
how the afternoon went, how
was our flow? How was our,
you know, procedures we’re
trying, what went well, what
didn’t go well?”

Table 24
Effective Communication Sub-Theme: Information Sharing Excluding In-Person
Communication
Code (# of times identified)
Documentation (electronic
medical record) (8)

Telephone (2)
Written information:
Multidisciplinary notes after
visit (1)

Description
Examples of electronic
medical records (EMR)
being used by OT for
information sharing.
OT communication via
telephone to patient.
A document all disciplines
write on to give a brief
summary after their
respective visit with the
client.

Example from Transcript
“If it was a particularly tough
case or something, I often will,
forward the note to the MD, so
they can see what we’ve done.”
“so we have paper forms that,
um, have a space for every
discipline involved seeing the
client. And you kind of write a
brief note on that so that when
the medical physician is summarizing a clinic visit, she is
able to include, you know, was
seen by PT and recommended
….was seen by OT …...”
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Theme 3: Shared Goals
Shared goals is another deductive theme identified by the occupational therapists in the
data. Shared goal setting is described as the team collaborating with the patient and/or patient’s
family member, as appropriate, to establish shared goals and identify the priorities of the patient
(Mitchell et al., 2012, p. 5). It is important that all team members understand the goals of the
patient/and or family member to provide the best care to the patient. Frequencies will not be
included as this theme was indirectly referenced in the data; see Table 25.
Table 25
Occupational Therapists Deductive Codes for Shared Goals Theme
Code
Holistic approach

Description
The OT as part of the primary
care team working towards
providing a holistic approach
to patient care.

Patient centered care

Goals and performance of
team are derived from
priorities of patient/and or
family members (Mitchell
et al., 2012).
Patient actively participating
in creating goals (Mitchell
et al., 2012, p. 7)

Shared goal setting

Example From Transcript
“I think it’s been a good
experience. Um, basically it
makes you feel more like
you’re part of the interdisciplinary team. Um, you
get to learn a lot about what
other disciplines do and kind
of work more to help the
patient as a whole.”
“….and I [OT] talk to the rest
of the team, I kind of let
people know like, “This is
this person’s priorities.’”
“But, I would say that
definitely the patient is the
director of everything in
terms of, you know, when we
come up with goals in OT
they’re always client centered
kind of thing.”
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Theme 4: Mutual Trust
Mutual trust is another deductive theme and allows primary care team members to build
trust that is reciprocated, which ultimately promotes shared achievement of goals (Mitchell et al.,
2012, p. 14). This occurs during the norming and performing stages of team development where
conflict resolution occurs; these are more advanced stages and may be why there were less
examples of mutual trust when compared to roles and effective communication themes. The
theme of mutual trust was embedded throughout the data and required increased effort to
decipher and identify. Themes are noted to be embedded in other codes, such as team communication and team meetings. For example, in order to achieve effective communication, team
members must have mutual trust and clear roles. Mutual trust serves as a foundational theme
where effective communication can arise from. Table 26 describes codes of mutual trust which
includes a description and examples form the transcript as appropriate.
Overall, mutual trust was a limited theme. Mutual trust occurs during the stages of
norming and performing of team development, which may be a rationale as to why this theme
was limited in the data. Clear roles and effective communication emerge in the storming stage,
which is a less mature stage of team development; therefore, more information was found about
these themes. In norming, the occupational therapists feel a part of the team; some occupational
therapists may not have felt they achieved this level of team development, therefore, did not feel
the mutual trust which is associated with this theme and shared minimal experiences related to
mutual trust.
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Table 26
Occupational Therapists’ Deductive Codes for Mutual Trust Theme
Code
Documentation

Description
OT documentation of
evaluation and/or treatment
session as appropriate in
EMR.

All voices heard

Members of the primary care
team have an opportunity to
communicate, comfortably,
his/her thoughts (Mitchell
et al., 2012, p. 14).
It is important for all
members of the primary care
team to “respect and
understand the rules and
culture of the team” (Mitchell
et al., 2012, p. 14).”

Respect

Mutual Trust

Example from Transcript
“we document in something
called the Patient Outreach
Section, which is generally
where, the geriatric case
manager will document. We
put what we talked about with
the client. So it’s there for
people that have access to
that chart to be able to read
it.”

“I think in the beginning of
when we first started in
primary care that sometimes I
would be in the middle of
assessing a patient and a
medical assistant would come
in and be like, we really need
this room. That doesn’t seem
to happen as much anymore
as it used to.”

Team members earning each
other’s trust, which promotes
achieving shared goals
(Mitchell et al., 2012, p. 14)

Theme 5: Measurable Process and Outcomes
Measurable process and outcomes is the last deductive theme identified and is a way for
the team to measure success and failures of team functioning and shared goal achievement in
both the short- and long-term time frame (Mitchell et al., 2012, p. 18). Measurable process and
outcomes are important to establish as OT in the primary care setting is an emerging field and
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identifying ways in which OT can affect outcomes is important to understand, particularly for
research and improving patient care. Overall there were limited outcome studies that were
completed by occupational therapists working in the primary care settings. Table 27 describes
possible outcome measures that can be implemented that were found in the data.
Table 27
Occupational Therapists Deductive Codes for Measurable Process and Outcomes Theme
Code (# of times identified)
Team members’ satisfaction
(6)

Description
Team members, including
providers, have increased
work satisfaction when an OT
member is part of the primary
care team.

Processes that lead to
improved patient outcomes
(12)

Team processes that may
potentially lead to improved
patient outcomes.

Increased OT referrals (7)

A potential outcome is an
increase in OT referrals from
providers in the clinic.

Example from Transcript
“…the doctors….they said
‘Thank you for doing that and
finding that issue and yada,
yada, yada, and making that
recommendation and stuff.’
So I am getting the feedback
from the doctors at least,
when and if I find something
they are grateful for that.”
“..but I think for the providers,
they’re like “Oh my gosh, we
never knew OT could do so
many things. Um, so I think
for them it’s been, we’ve
been an amazing resource
that they didn’t even really
understand before there was
an OT there.”
“The psychologist is a lot
more, um, let’s brainstorm
and try to figure out what’s
gonna be the best route and
what are they going to be
doing so that it flows and
really supports the patient the
best it can.”
“I think that we’ve gotten
some referrals in our outpatient clinic, more referrals
than we-than we used to get.”
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Table 27—continued
Code (# of times identified)
Increased provider awareness
of OT programs (1)

Patient outcomes (17)

Recommended follow up: OT
services (1)

Description
Providers having an increased
awareness of OT services as
noted through increased
referrals.

Example from Transcript
“I would say that the doctors
are even more aware of what
other specialties that we help
with. Like I know the doctors
are more aware now that we
actually treat lymphedema in
outpatient and they know that
we have a driver’s rehab
program too.”
Primary care team treatment
“Um, the clinic is still relainterventions when an OT is
tively young. Um, we had a
present that have the potential QI report last month and I, I
to lead towards improved
think there’s been some
patient outcomes.
definite improvement in
percentage of patients that
they’ve been able to wean off
opioids to some degree.”
OT recommending follow up “I think that they need like
occupational therapy services home health services or outpatient therapy…..they might
need some follow up OT after
this.”

The following quote is a participant’s viewpoint of how OT can potentially affect patient
outcomes. This participant’s observations are not based on studies, but observations of working
in the clinic. This information can potentially contribute to future research.
Um, and the only feedback I get is like when we see blood pressures go down or we see
A1cs go down, um, or we see patients reporting back that they’re able to be more active
in their day to day lives. I see a lot of chronic pain, um, and they’re able to just do more.
So…I don’t know what our efficacy rate is or anything like that. It’s been more like, I
think this is working and patients um, have reported that they feel like they’ve been
successful in it and they’re meeting their long-term goals kind of thing.
Overall, the occupational therapist’s comments touched on measurable process and outcomes;
however, they didn’t directly identify measurable process and outcome measures they are using.
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In the moment patients may be appreciative of services they receive, and occupational therapists
need to maximize these opportunities to implement outcome measures.
Occupational Therapists’ Qualitative Results: Inductive Themes
Inductive codes will now be described which encompass the emerging themes from the
data. Data that does not fit the themes of the five principles of team-based approach were
identified as an emerging theme. Inductive codes further inform this research to understand
experiences of the participants which may contribute to team functioning. OT in the primary
care setting is an emerging field and understanding this phenomenon through emerging codes
contributes to this body of knowledge. This section will be divided into two different parts. The
first part includes emergent themes that have some relevance to the five principles of a teambased approach. They do not fit within the five principles, but are additional information based
on the experiences of how a team works from the participant’s perspective. The second part of
this inductive codes section is emergent themes, or experiences, that arise from the data that is
not related at all to the five principles of a team-based approach. For example, these can be
processes of OT programming that were identified or experiences the occupational therapists felt
important to share based on their work. The first part will now be described, which expands
upon the five principles of a team-based approach.
Theme 6: Supports and Barriers
Barriers and supports of OT working as part of a team-based approach setting in a
primary care setting was an emerging theme noted through data analysis. Barriers and supports
are not identified themes from the team-based principles. They have, however, been briefly
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noted in occupational therapy literature relating to primary care (Donnelly et al., 2014). Current
OT literature does not describe barriers and supports in great detail. From this study, it was found
supports could also be barriers for OT implementation onto primary care teams. For example, as
noted in Table 28, an identified support was educating primary care team members of OT interventions and the primary care team members being open and receptive to education. Educating
primary care team members on OT interventions could also be a barrier to program implementation
if primary care team members were not receptive to a new discipline integrating into their office.
Supports and barriers can be further divided into extrinsic and intrinsic factors, contributing
to the complexity of this theme. Procedures and external factors are considered extrinsic and are
the majority of supports and barriers. Intrinsic factors encompass relationships and personality
traits; a column will be provided in the charts to identify if the category is extrinsic or intrinsic.
Table 28 identifies codes that can be both a support and barrier, and examples of how they can
be both are provided.
Table 28
Occupational Therapy Inductive Codes for Supports and Barriers Theme
Category
Managing OT
roles
Productivity

Billing

Support
Implementing interventions where OT sees
fit
Not measured in the
‘traditional’ billing
model, but other benefits
such as being a resource
for the team
Establishing protocol to
bill and have successful
reimbursement

Barrier
Educating team on OT
services they are not
familiar with
Decreased billable hours

Not able to figure out
protocol for billing,
denial of services,
identifying proper
billing codes

Extrinsic/Intrinsic
Extrinsic

Extrinsic (barrier)
Intrinsic (support)

Extrinsic
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Table 28—continued
Category
Educating team
members of OT
role
Educating team
members of OT
role
Entering Clinic
on less busy days
Collaborating
with medical
assistants

Developed
relationship with
provider
Research

Screening tool
Documentation

Follow up

Resources

Support
Educating team members
of OT role

Barrier
Providers not open to
education

Being mindful of how
OT is educating primary
care team
To overcome barrier of
space
Problem-solve to help
overcome barrier of
space and MA to help
identify patients that may
need OT
Foster OT’s integration
into clinic and open to
referrals
Generating outcomes OT
performing research,
doctoral students performing outcome studies
Assist in identifying
potential patients
Part of effective
communication and
promote collaboration
OT schedules follow up
sessions, one example is
through calling the
patient

OT being invasive when
educating primary care
team
Less number of potential
referrals
MA’s screen for clients
may be ineffective

OT has adequate
resources to see patients.
For example, knowledge,
equipment or educational
material.

Extrinsic/Intrinsic
Extrinsic

Intrinsic

Extrinsic
Extrinsic

Provider may have preconceived notion of OT
services
Difficult to conduct
research

Extrinsic and
intrinsic

Not able to screen for all
potential clients
Not known if primary
care team members use
OT notes
Lack of follow up, not
able to perform home
visits, patient not able to
come to follow up in
outpatient/primary care

Extrinsic

Lack of suggested
referral settings where
the specialized interventions could be
provided (ex: OT in
chronic pain)
OT does not have
adequate resources,
including knowledge,
equipment or educational material.

Extrinsic

Extrinsic

Extrinsic

Extrinsic
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Table 28—continued
Category
Scheduling

Space

Willingness to
learn
Interventions

Decreased time

Different OT

OT doesn’t want
to interrupt
workflow

Support
Developing strategies for
successful scheduling,
scheduling patients ahead
of visit
Designated space for OT
evaluations/treatments.
Increased interactions
when space is in the
primary care clinic.
Primary care team
willing to learn about OT
role
Autonomy to implement
plans and plan of care

Barrier
Difficulty establishing
protocol, lack of clear
protocol for scheduling

Extrinsic/Intrinsic
Extrinsic

Lack of space available
for OT to perform
evaluation and
treatments.

Extrinsic

Primary care team not
interested in learning OT
role
Requests for treatment
are focused on common
OT interventions or
misconceptions about
OT services
Potentially increase
Decreased time with
changes of OT referral as patient. The evaluation
a quick evaluation does
and/or treatment may be
not seem burdensome
shortened and potentially
less effective
Coverage for OT services Different person may
when regularly scheduled have different dynamics
OT is unable to attend
clinic
OT is respectful of team
There may not be an
members schedule and
appropriate time for OT
finds the most approprito educate team
ate time to educate team

Intrinsic

Extrinsic

Extrinsic and
intrinsic

Extrinsic (support)
Intrinsic (barrier)

Intrinsic

Codes describing barriers to OT integration onto the primary care setting will now be
described. This table has the fewest codes for this theme, which may indicate that, in general,
primary care practices are open and willing to have OT integrate onto their primary care team
as part of a team-based approach. These barriers describe both interpersonal challenges the
occupational therapists may face, and institutional challenges of integration, such as reimbursement.
Table 29 identifies barriers for OT integration onto a primary care team.
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Table 29
Occupational Therapy Inductive Codes for Barriers Theme
Description of Barrier
Establishing Role: Primary care team members have decreased
knowledge about OT role and have difficulty establishing role
Lack of needs assessment during program development
Provider (MD, DO, NP, PA) referral is required for OT to
evaluate patient, barrier from systemic level
Under-utilization of OT services
Decreased openness by team member for collaboration
Provider or primary care team member’s busy schedule
Providers have difficulty understanding scope of OT role
Reimbursement

Extrinsic or Intrinsic
Factor
Extrinsic
Extrinsic
Extrinsic
Extrinsic
Extrinsic and Intrinsic
Extrinsic
Extrinsic and Intrinsic
Extrinsic

Codes supporting OT integration onto the primary care team will now be identified.
These codes describe how occupational therapists may be successful with integration onto the
primary care teams. These codes relate to relationships among members of the primary care
team to institutional supports identified by the occupational therapists. Table 30 describes
occupational therapy supports for OT integration onto the primary care team.
Theme 7: Collaboration
Collaboration is a core concept to promote a team-based approach (Mitchell et al., 2012)
that was identified in the data by the occupational therapists. Collaboration was noted throughout
the five principles of a team-based approach, as were emerging themes. Instances of different
types of collaboration are identified in this section. Collaboration is an emerging theme as it was
not explicitly described by Mitchell et al. (2012). In addition, this theme overlaps with themes
previously described, such as effective communication and supports and barriers. Table 31
describes the codes for the collaboration inductive theme, and the right-hand column describes
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themes or sub-themes the code relates to. This further demonstrate collaboration’s overarching
theme in several other already established themes.
Table 30
Occupational Therapy Inductive Codes for Supports Theme
Description of Support
All patients willing to see OT
Increased presence in the office; the more the OT is in the office,
the more OT role is established
Interpersonal relationships
Multidisciplinary or Interdisciplinary Clinic
Primary care office having a supportive culture
On-site mentor; primary care team member that is an OT advocate
and mentor on site
Off-site mentor; mentor with OT who has knowledge in program
development and helps oversee success of the program
Rapport building with patients
Helping patient
Management of office is supportive of OT entering primary care
clinic
Patient satisfaction (anecdotally from patients)
Positive attitudes of OT; overall tone of OT, keeps positive
outlook despite challenges
Interventions provided (broad scope of practice)
OT anticipating challenges
Well prepared for meetings/presentations
Personality traits: initiative taking, flexibility, confidence
OT external education and special interest classes (ex: health and
wellness coaching)
OT referral is starting point for providers
Shadowing provider visit
Educating patient and/or family on OT services
OT role identifying appropriate service patient needs
Collaboratory relationships
Recognition from other provider OT has an added benefit to a
particular diagnosis (ex: chronic pain)
OT able to identify unmet need of clinic
OT background: experience working in other settings. For
example, psychiatry or outpatient.
Marketing self, obtaining ‘buy in’ for OT services

Extrinsic or Intrinsic
Factor
Extrinsic
Extrinsic
Intrinsic
Extrinsic
Extrinsic and Intrinsic
Extrinsic and Intrinsic
Extrinsic and Intrinsic
Extrinsic and Intrinsic
Extrinsic and Intrinsic
Extrinsic and Intrinsic
Extrinsic and Intrinsic
Intrinsic
Extrinsic
Intrinsic
Extrinsic and Intrinsic
Intrinsic
Extrinsic
Extrinsic
Extrinsic and Intrinsic
Extrinsic
Extrinsic
Intrinsic
Extrinsic and Intrinsic
Extrinsic and Intrinsic
Extrinsic and Intrinsic
Extrinsic
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Table 31
Occupational Therapy Inductive Codes for Collaboration Theme
Code
Building Trust/Rapport
With Primary care Team members (case manager,
MA, medical student, pharmacist, provider,
psychologist, PT, patient, and/or family)
Discuss specific process with provider (ex:
education on OT driver’s rehabilitation process)
Creating plan of care with team
Putting effort into collaboration by team members
Help patient with decision making process
Identifying barriers and making suggestions to
team
Multidisciplinary practice
Learning about other team members
OT see patient first to further inform team
Team meetings/huddles
Problem solve with MA
Providers appreciative feedback
Providing holistic care between team members
Sharing specific goals to team

Additional Theme or Sub-Theme
Support (inductive)
Effective Communication (deductive)

Understanding of OT roles: Education
about OT specializations (deductive)

Understanding OT role: Identifying
barriers (deductive)
Models of practice (inductive)
Understanding of roles (deductive)
Effective Communication (deductive)
Support (inductive)
Shared Goals: Holistic care (deductive)

Theme 8: Advocacy
Advocacy was a very common inductive theme noted throughout all occupational
therapists’ interviews. Advocacy was a strategy identified to further primary care team members’
knowledge of OT in the primary care setting and is integral in program success for that reason.
This theme overlaps with others previously described—specifically, understanding of OT roles,
understanding of roles, effective communications, and entering clinic; therefore, advocacy
relates to the five principles of a team-based approach. Occupational therapists advocated for
OT services within the primary care or specialty care office in all clinics. Specifically, they
educated primary care team members on OT’s services and roles. In addition, this theme

126
includes other primary care team members advocating for the integration of OT services within
the clinic as well. Table 32 describes codes related to the advocacy inductive theme.
Table 32
Occupational Therapy Inductive Codes for Advocacy Theme
Code
OT champion

Description
Providers advocating for
OT services within the
primary care clinic.

Transcript
“She didn’t know exactly what OT’s
role was within primary care at the
beginning. She was a really big advocate
of OT coming into her clinic. Um, so I
think having her on board….. she was
the manager of the other physicians, so I
think having her advocate for us was
really, really, really helpful and the rest
of them [physicians] kind of fell into it.”
OT educating primary OT educating primary care “I would say that, Maria* [OT] has kind
care team members
team member(s) about OT of like headed this whole primary care
services and role. These
setting. You know she’s done a lot of
instances occur in groups, work as far as, providing in services for
such as team meetings, or
the doctors of what we [OT] can do and
individually, 1:1 interaction what our role is. She always like gives
after patient visit.
the residents ongoing education as well,
so I think that just continuing to educate
the staff has been really helpful so they
kind of understand what we can do.
*name has been changed for confidentiality purposes

The following section represents the second part of the inductive themes. These themes
do not directly relate to the five principles of a team-based approach as identified by Mitchell
et al. (2012). These are emergent themes identified or experiences of the occupational therapists
that do not have any correlation with the team-based principles. These themes are important to
include in the results since this was information the occupational therapists felt was important to
share based on their experiences to further inform the processes of work integration. These
themes relate to the logistics of OT integration, such as different practices occupational therapists
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may have, or reimbursement models. In addition, scope of OT practice while working in the
primary care settings is identified and elaborated on in this section. Overall these themes further
the body of literature about OT working in the primary care setting.
Theme 9: Models of Practice
Models of practice, for the purposes of this research, consider the ways in which an
occupational therapist practices in or is associated with a primary care setting. In current
research there are no descriptions of what different integration models look like. From the data,
there were a variety of models discussed when an occupational therapist works as part of a teambased approach in a primary care or specialized care setting. A broader discussion and definition
of OT in the primary care setting will be discussed in Chapter 5. For the purposes of this section,
different models of OT practice in primary care settings will be described. Table 33 will describe
each primary care practice model from the data, including current practice and potential practice.
For example, a participant described a potential for home visits alongside provider.
Theme 10: Entering Clinic
Occupational therapists entering the primary care clinics was another inductive theme
noted from the data. This theme includes the rationale of why OT entered primary care offices
and describes the process of program implementation. Occupational therapy entering the primary
care clinics is important as information on this process and rationale is not well established in the
literature and can provide valuable information to other occupational therapists and stakeholders
who are interested in starting programming.
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Table 33
Occupational Therapy Inductive Codes for Models of Practice Theme
Models of OT Practice in Primary Care
Grant Funded: OT providing services in a primary care or specialty care clinic without
concern for billing as funding is provided by a grant or external resource. Visit numbers may
be established as part of a protocol, for examples 6 sessions for each participant with
recruitment in primary care, or not.
Associated with Academic Practice: OT working in primary care or specialty care clinic that
is associated with a faculty practice and may be associated with an Academic Medical Center.
Billing is not a priority; OT students may also affiliate with practice.
Doctoral Student Run Clinic: Doctoral level students are providing OT services in a primary
care or specialty care setting. Billing is not a priority. Supervision is provided by a faculty
mentor and possibly an additional primary care team member.
Multidisciplinary/Interdisciplinary Clinic: Patient is scheduled ahead of clinic and the
patient is scheduled to see all appropriate members of the primary care team, including OT. If
time permits, pre- and/or post-huddles are performed. Information about each discipline’s
visit is tracked on a paper document. Appropriate recommendations are made. Billing occurs
as appropriate. In-person communication occurs as appropriate between primary care team
members.
Interprofessional Education Clinic: Clinic started with IPE foundation; provider is not the
leader.
Partnering with Provider: OT partners with a provider. They collaborate about which
patients are appropriate for OT referrals, OT possibly shadows provider visits as appropriate.
Billing occurs as appropriate.
Consultative Clinic: OT is available to all provider and team members in primary care or
specialty care clinic at certain time of the week (for example: 3 mornings a weeks). OT will
provide consultative evaluations and/or treatments within the primary care office the same day.
Recap with provider and/or team member as appropriate. This can also occur for a certain
diagnosis (example: geriatric assessment). Billing occurs as appropriate. Follow up
recommendations occur (outpatient OT, home health OT) and will follow up at the next
scheduled provider visit as appropriate.
OT Follow Up Clinic: OT makes contact with the patient in the primary care or specialty care
office. OT follows up with patient the same day or a different day in the same primary care or
specialty care office. Billing occurs as appropriate. Multiple OT sessions can occur.
Telehealth: Providing follow up services as appropriate via telephone and/or video
communication to patient.
*Potential for home visit: OT is present alongside already established practices of provider
making a home visit. Provides appropriate recommendations.
*Not explicitly described but participate expressed opportunity for treatment.
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Entering Clinic Sub-Theme: Rationale of OT in Primary Care. Table 34 describes
the different rationales the occupational therapists identified as to why they started OT programming in the primary care offices.
Table 34
Occupational Therapy Inductive Codes for Rationale of OT Practicing in Primary Care Clinics
Code
Changing health care
policy (1)

Description
OT important to be a part of
the primary care team with
the changing health care
environment.

Complex patients (2)

OT can contribute to evaluating and treatment of
complex patients

Focus on health
prevention and health
promotion (3)

OT providing interventions
focused on health prevention
and promotion versus
rehabilitation

OT to foster
independence (1)

OT to provide evaluations
and interventions to promote
functional independence of
patient.

OT filling a role

OT filling a role that was
previously not filled.

Transcript
“I just think it’s really important,
and I think that as the healthcare
policies shift and change there’s a
bigger need for OT to be in
primary care.”
“I think [OT is needed] for more
complex patients that they’re kind
of at a loss, that they’re not sure
what their next step should be. Or
if they’re, if they think there may
be some cognitive impairment, but
they’re not sure if its functionally
impairing…. I think it’s usually
when they’re at a loss.”
“I feel like it’s been a great
experience. Um, it’s nice to be
part of like some, I guess like an
emerging practice area that’s like
so focused on health promotion
rather than rehabilitation.”
“I think OT’s really, this is like the
heart of OT to help people be able
to do for themselves to have more
meaningful activity, and I look at
being active in your own self-care.”
“We quickly discovered that
nobody, no student group at the
clinic, was addressing those underpinning psychosocial needs of the
clientele to help them with
managing their chronic conditions.”
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Table 34—continued
Code
Provider preference for
holistic approach (1)
Understanding patient’s
goals (1)

OT can contribute to
team-based approach

Description
OT has an easy ‘buy in’ as a
provider in the office is
striving for holistic care.
OT developing rapport and
providing client centered
evaluation obtaining
information other team
members did not obtain.

OT can be a contributing
member of primary care
team that works as part of a
team-based approach.

Transcript

“So I explained this [OT intervention] to the team, kind of how I
interpreted our conversation and
they were just like, “Oh my god.”
I said, “Well that’s what we should
be caring about, we should be caring
about, you know, what occupations
that they have problem doing or are
unable to do or have given up
because they have adapted to this
chronic pain.” And it was like this
stroke of insight, I guess maybe.
“OT can absolutely be a valuable
player in it [team-based care]. And
I think vital in it.”

Entering Clinic Sub-Theme: Intrusionary OT (Muir, 2014). Intrusionary OT is the
second sub-theme identified and is a strategy of how OT can successfully integrate into the
primary care setting; this was briefly described in Chapter 2. This strategy was developed and
introduced by Shery Muir, who stated that the best way for OT to enter the clinic was to be
kind, yet firm (Muir, 2014). Muir describes the integration process as having the occupational
therapists provide interventions to patients alongside the provider; this provides an educational
opportunity for the providers to better understand OT’s scope of practice (Muir, 2014). There
were four instances between two participants of OTs describing this model. A participant stated:
I’m a fan of Sherry Muir….she has coined a phrase called intrusive OT, have you heard
of that? I agree with that 100%, that we should be working right alongside of everybody
else in that clinic. I don’t want to be in a separate room or a separate hall or a different
part of the building. I want to be front and center with everybody else from the medical
staff to the professionals.
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Intrusionary OT is a strategy occupational therapists can adopt when trying to integrate
into primary care settings. It is important that OTs are not overbearing or overconfident when
integrating into clinics. Interpersonal relationships must be maintained and improved upon
during integration periods, specifically the storming stage of team development, to decrease the
potential of conflicts. In addition, positive interpersonal relationships will promote other team
members to acknowledge OT as part of the team during integration.
Theme 11: Reimbursement
Reimbursement is another inductive theme that arose in the data that did not fit with the
five principles of a team-based approach. Reimbursement is a crucial aspect of occupational
therapists working as part of a team-based approach within the primary care setting. Occupational therapists need to be reimbursed for services provided. Without overcoming this barrier,
or a change occurring in the healthcare reimbursement system, the longevity of OT practicing in
the primary care setting will be difficult. Different types of reimbursement models have not been
identified in current OT literature from this researcher’s knowledge; therefore, it is addressed
here to contribute to this body of knowledge. Table 35 describes the different reimbursement
models that were described by the occupational therapist participants.
Theme 12: Health Promotion and Prevention (AOTA, 2014, p. S33)
Health prevention and promotion are terms from the Occupational Therapy Practice
Framework (OTPF, 2014) and describe the last inductive theme identified by the occupational
therapists. This theme differs from other inductive themes described thus far; this theme expands
on experiences the occupational therapists had while working in the primary care setting. The
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Table 35
Occupational Therapy Inductive Codes for Reimbursement Models Theme
Reimbursement Models
Billing for Services: Billing for services. Including Medicare and non-Medicare patients.
Non-Medicare patients have had some denials, but through advocacy (speaking with insurance
company), reimbursement does occur after the bill has been denied intermittently. Also
includes VA services.
Faculty Practice: OT services are not billed; services are provided as part of a faculty
practice.
Grant Funding: Funding for OT services in a primary or specialty clinic is from a grant.
Student Run Clinic: OTD students completing research within a primary care or specialty
care clinic, not reimbursed for services.

occupational therapists felt it important to describe their experiences as they relate to implementing
health prevention and promotion interventions. These experiences describe how they can
contribute to a team-based approach. Throughout the participant interviews, a common theme
arose surrounding the idea of promoting health prevention and promotion by addressing barriers
or potential barriers. The occupational therapists described interventions that would address
problems before they arose or worsened, and identified this was different than other practice
areas where the primary focus may not be health promotion and prevention, but modification as
described by a participant. This theme parallels closely with codes described in understanding
OT roles, which include OT’s expertise in functional and occupational performance, health and
wellness, and implementing a holistic approach. This theme encompasses these codes and
further expands on it as well.
Health prevention can be defined from the OTPF as an intervention approach that does
not assume a disability is present and is designed to improve a person’s performance within
their respective environment (AOTA, 2014, p. S33). Disability prevention is an intervention
approach designed for people with and without disability who are at a high risk of “occupational
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performance” difficulties; these interventions address potential barriers that could negatively
impact occupational performance based on a variety of aspects of the individual (AOTA, 2014,
p. S33).
This theme will now be described in two parts. The first part describes ways in which the
occupational therapists demonstrated their work towards health prevention and promotion by
addressing specific areas of concern which include chronic conditions and psychosocial aspects
of health. The second portion will describe approaches the occupational therapists used for this
type of focus and includes client-centered care, self-care management, motivational interviewing,
and using the Transtheoretical Model, to understand if a patient is ready for change and to
implement these strategies.
Psychosocial Aspects of Health. Psychosocial aspects of health was a theme identified
throughout the data. Health does not include only physical aspects, but psychosocial aspects as
well, and occupational therapists are equipped to address all aspects of health. Psychosocial
barriers OT addressed weren’t always obvious and may not be identified until the OT is
completing the evaluation and speaking with the patient with a client-centered approach.
Occupational therapists working in primary care do not work in isolation but bring this skillset to
contribute to the overall team-based approach in the primary care and specialty care settings.
This example will describe a process in which an OT addressed psychosocial aspects of
health from a health promotion and prevention aspect to promote independence. A participant
identified psychosocial needs that weren’t being addressed in the clinic; therefore, OT focused
their effort on this area with the ultimate goal of helping the patient manage his or her chronic
condition. In this particular example, this was achieved by providing interventions that addressed
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sleep, stress management, and medication management. These interventions can be considered
self-management strategies to help foster overall management of their chronic conditions.
Chronic Conditions. Chronic conditions, as noted from the previous example, are
another area OT addressed from a health prevention and promotion standpoint. In the previous
example the OT provided interventions in order for the participant to manage their chronic
condition before it potentially worsened and caused other barriers for the patient. The following
transcript from the data describes the results of OT interventions after a chronic condition
(specifically, chronic pain) was addressed. The occupational therapist stated:
For the pain…there is a lot of frustration and anger and these really negative emotions
towards being in this situation that they’re in. And through the OT program what we do
with them is they’re having a lot more acceptance of their situation. Their stress is going
down and their pain levels may or may not go down significantly. But how they’re
managing it is totally different. Their…relationship with their pain starts to shift and they
start, you see them just being a little happier and a little more understanding of their dayto-day life…. and that’s what actually, that’s some of the provider have said to us about
our patients is that they like OT helps them understanding it better and manage the day to
day impact of their chronic pain betters.
Through OT interventions focused on chronic pain, the occupational therapist was able to move
the patient towards acceptance of pain, therefore having a different perspective when approaching day-to-day activities.
Another occupational therapist stated “I feel that if OTs are helping people participate in
meaningful life activity and working with people with chronic health condition, the more that I
can help them work with health professionals and integrate into community, I increase the
chances they’ll do that when we’re a shorter term service.” The OT describes their services as
promoting carryover of interventions when managing a chronic condition.
Self-care management strategies are a way in which occupational therapists addressed
chronic conditions from the health promotion and prevention standpoint, and includes when a
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patient is going through a life change. A participant described when patients go through major
life changes or enter a new stage of life, it can potentially cause a “destruction in habits and
routines because of a life change.” The occupational therapist can focus interventions on
addressing this breakdown and barrier of healthy habits and routines to promote a productive
sense of independence.
Another participant stated, “But really the goal is that they’re starting to understand, and
problem solve more for their own, on their own in their day to day, what they should be doing to
keep this. So establishing those habits. And then how do you maintain it. I think OT has been
really critical in that for weight management.” This emphasizes self-care management and focus
on habits and routines as part of health care promotion and prevention interventions that can
address chronic conditions and weight management in the example provided.
Approaches to Address Health Promotion and Prevention. The second part of this
section, as identified earlier, will describe different approaches used to foster health promotion
and prevention. Using a client-centered approach when evaluating and providing intervention is
an approach previously described under effective communication and shared goals. Self-care
management interventions were described in the previous section. The Transtheoretical model
and how it has been used to guide intervention will be described followed by motivational
interviewing. These are four strategies identified from the data occupational therapists use when
addressing health promotion and prevention interventions when working as part of a team-based
approach within the primary care settings.
Transtheoretical Approach. The transtheoretical approach was mentioned by two
different occupational therapists who use this approach when describing their practice. The
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Transtheoretical Model and States of Change describes behavior change in different stages which
include precontemplation, contemplation, preparation, action, maintenance, and termination
(Prochaska et al., 2015, pp. 127–128). The occupational therapists identified what stage the
patient was in and adapted their intervention approach to most effectively promote carryover.
For example, an occupational therapist described a patient was not ready for change because his
depression needed to be addressed before he would be ready to take action towards successfully
managing his diabetes.
Motivational Interviewing. Motivational interviewing was also identified by participants
as a method to provide health promotion and prevention interventions. Motivational interviewing
has been noted to be a tool to assist with behavior change, which complements the use of Transtheoretical Model (Flinn & Jones, 2011). Motivational interviewing is a way to approach a client
to promote intrinsic motivation to change (Flinn & Jones, 2011). In the data, a participant
specifically cited motivational interviewing as a tool for chronic conditions. The participant
stated, “so, yeah, and I also am very interested in motivational interviewing and with a big
population of people who have chronic health conditions, sometimes they have to decide that
they might need to do something outside of the clinic setting to self-manage themselves.”
Motivational interviewing allows the interventions to have meaning for the patients; the interventions can have the patients work towards their values to help promote carryover of self-care
management interventions outside of the clinic.
Provider’s Qualitative Results
In total, 3 primary care team members participated in the qualitative portion of this study.
All participants were providers (therefore, will be referred to as providers) and work in the same
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geriatric primary care setting. For the providers’ qualitative data analysis, the results are also
separated into deductive and inductive codes, similar to the occupational therapists’ results.
Overall, there is less information presented in the provider’s results compared to the occupational
therapists’ as there are fewer participants in this section.
Deductive Codes
Similar to the occupational therapists’ qualitative analysis, the same principles of teambased care by Mitchell et al. (2012) were used as deductive codes. Each principle will be considered a theme for data analysis purposes. Overall there were three participants for this section and
all were providers from the same geriatric clinic. The themes identified in this analysis described
the provider’s experiences of working with occupational therapy services within their primary care
setting. Since there are three participants, data will be presented in a way to ensure participant’s
confidentiality. In addition, codes may overlap and will be placed in the most appropriate theme.
Theme 1: Clear Roles
Clear roles was a deductive theme identified in the providers’ data. Identifying roles of
the occupational therapists by the providers contributes to establishing responsibilities the occupational therapists may have while contributing to the team-based approach. This also occurs in
the storming phase of development. Table 36 identifies codes, provides a description and an
example from the transcript as appropriate for clear roles as identified by the providers in the
qualitative data.

138
Table 36
Provider Deductive Codes for Clear Roles Theme (Mitchell et al., 2012)
Code (# of times
identified)
Autonomy to implement
plans (3)

Offset provider
responsibility (3)

Description
Once goals and needed roles
are identified, disciplines
should have autonomy to
implement plans to maximize
goals obtainment (p. 10).
Provider recognizing the
occupational therapist able to
evaluate and treat the patient
as appropriate from OT
perspective.
The occupational therapist
has potential to offset
provider responsibility, from
provider perspective.

Example from Transcript
Steven: “Has the OT ever
recommended something that
you didn’t realize OT did as
much?”
Participant: “Yes absolutely.
Almost always there’s something that sort of is uncovered
and they propose a plan that I
would normally not have done
or overlooked.”
“I think it [OT in primary care
office] is helpful because we
have limited time to spend with
them [patients]…we have
limited time from and so there’s
a lot of things that maybe the
OT can do that we would like to
do, that we don’t have time for.”

“it really helps to free up a lot of
time for the clinicians, to be able
to be more thorough and visits
more efficient.”
Bridging gaps
Recommending appropriate
“She [OT] is also helpful to
follow up needs to provider
bridge gaps, with post hospitalization, durable medical
equipment, you know, stuff
that’s falling through.”
Provider is Leader (3)
Identified Provider (MD, NP, “I am the interdisciplinary team
PA) as leader of primary care leader and we have a lot of you
team.
know let’s say consultants or
providers or just team members.”
Understanding Provider’s
Provider’s role and
Role (5)*
responsibilities within the
clinic.
Understanding of OT role* Provider’s perspective on OT
role when working in the
primary care setting.
*Described in subsequent section
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Clear Roles Sub-Theme: Understanding of OT Roles. The providers identified a
variety of roles OT can have in the primary care setting. Table 37 describes different roles the
occupational therapists have within the primary care setting from the provider’s perspective. As
appropriate, an example from the transcript is also provided.
The providers identified a variety of evaluations and interventions the occupational
therapist implements while working in the primary care setting. The following list in Table 38
describes evaluations and interventions directly mentioned from the providers that the OT
addressed while working in the geriatric clinic. The providers did not give examples; therefore,
hypothetical examples are provided to give context to the evaluations and intervention potential
occupational therapists can have in the primary care setting.
Table 37
Provider Deductive Codes for Clear Roles Sub-Theme:
Understanding Occupational Therapy Roles
Code (# of times
identified)
Consultative (3)

Focus on function
Team member (4)

Description
Occupational therapy
able to be in clinic and
provide consultation
on patients.

Example from transcript
“I’d say consultant you know consulting an
expert of function, which is really important for
older adults, to have that you know, team
member who really is an expert on function
and activities of daily living.”
OT focuses on function. See previous example.
OT seen as
“Each patient kind of is handled differently and
contributing member
gives you more insight to how OT can help.
of the team.
But essentially, very helpful with initial
evaluations and assessments of patients…of
geriatric patients. Especially again, cognitive
function, but more than that also now, it’s
morphed into you know …actively being part
of the managing team. Utilizing OT for not
only just the initial assessment, but sort of
ongoing management again.”
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Table 38
Provider Deductive Codes for Clear Roles Sub-Theme: Evaluation and Treatment Areas
Occupational Therapists Address in Primary Care
Evaluate and Treat
Chronic Pain
Cognitive Deficits
Function
Health and Wellness
Orthopedic Condition
Medication Management
Caregiver Education
Health Prevention and Health
Promotion
Driving Safety
Adaptive Equipment or Durable
Equipment Recommendations
Educating Patients

Examples (hypothetical)
Educating on routine planning and mindfulness education.
Implementing memory compensatory techniques to take
medication at the same time every day.
Assess and improve client’s ability to perform household
activities.
Create structured routine to promote participation in exercise.
Educating patient on median nerve glides for diagnosis of
carpal tunnel syndrome.
Educating patient and patient’ family for patient to use a pill
organizer.
Educating the patient on correct transfer techniques.
Educating patient on important of habit formation and sleep
hygiene.
Evaluating patient on driving safety through standardized
assessments.
Recommended shower chair to decrease fall risk while
showering.
Educating patient on fall prevention interventions.

Clear Roles Sub-Theme: Understanding Provider’s Roles. The providers described a
variety of roles they have while working in the geriatric primary care setting when an occupational
therapist is present. These roles are identified in Table 39, with a brief description and an example
from the transcript as appropriate. In order to help protect confidentiality of the participants, the
providers are not differentiated based on their credentials. The provider’s responsibility is an
important theme to understand, as they have a lot of responsibilities within a patient visit. The
occupational therapists should consider the variety of roles the providers have within the primary
care setting and could help tailor their advocacy efforts to help meet the needs of the providers,
especially when beginning to integrate onto the primary care team. Table 39 describes the
provider’s roles when an occupational therapist is part of the primary care team.
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Table 39
Clear Roles Sub-Theme: Understanding Provider’s Roles
Code
Management of patient posthospitalization

Description
See patient after they are
discharged from the hospital.

Urgent care needs/acute issue

See a patient for an acute
issue, with the intention of
decreasing ER visit.

Medication adjustment

Provider adjusting medication
for various reasons and for a
variety of diagnosis.

Complete patient
evaluations/Establish Care
Follow-up appointments

See a patient for the first time
in the clinic to establish care.
Provider sees a patient for
regularly scheduled follow-up.
Provider addressing a patient
holistically.

Providing care to all aspects
of patient (including medical,
cognitive, social problems)
Pre-operative clearance
Gatekeeper

Provider seeing a patient for
clearance.
Provider in charge of
coordinating team members to
address patient’s needs.

Example from Transcript
“We pretty much see all
post-hospitalization
patients.”
“We see a lot of the urgent
care and then a brief followup, sort of like a medication
has been adjusted and they
need to follow up in a
couple of weeks.”
“A complex patient with a
lot of things going on and
she had escalating doses of
opioids. OT really stepped
in and made a very nice
clear sort of functional pain
management strategy. In
other words, sort of using
the medications appropriately in order to function on
a day-to-day level.”
“They are coming in to
establish care.”

“I am the interdisciplinary
team leader.”

Theme 2: Effective Communication
Effective Communication was another deductive theme identified by the providers; this
code relates to the principles of a team-based approach as identified by Mitchell et al. (2012) and
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are listed in Table 40. Effective communication identifies different ways of communication
between the occupational therapists and primary care team members from the perspective of the
provider. The providers identified different methods of in-person communication that occurred
between the occupational therapist and provider. In addition, team meetings and EMR were
ways the providers identified effective communication with the occupational therapists while
working together in the primary care setting. Table 40 describes ways of communication as
identified by the providers with an OT as part of the primary care team.
Table 40
Provider Deductive Codes for Effective Communication Theme
Code
Quick information sharing
through in-person
communications: OT followup with provider after visit

Description
The OT follows up with
provider after OT has
performed the evaluation
and/or treatment. The OT
updates provider.

Quick information sharing
through in-person
communications: Scheduling
Quick information sharing
through in-person
communications: Care Plan
Provider led team meetings

Provider and OT will discuss
scheduled and who may be
appropriate patients to see.
Provider and OT collaborating while creating a care
plan.
Provider leading team meeting
with primary care team
member and family member
Provider sending messages to
team members using EMR
messaging system.
Provider documents in EMR

Information Sharing: EMR
messaging
Information Sharing: EMR
note writing

Example from Transcript
“So usually, we’ll kind of
after they see a patient, we
will touch base and talk about
what we, from both ends,
think would be a good
strategy to take care of them.”

“We’ll discuss what we
found, and we’ll make a plan
together.”

“We frequently send messages
electronically to many
members of the care team.”

The OT following up with the provider after the visit was the most common code noted
for effective communication. The providers described many instances of the OT coming to them
after the provider visit to review the evaluation and interventions that were performed.
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Theme 3: Shared Goals
Shared goals is another deductive theme identified by the providers and is important to
identify the patient’s and/or family members priorities to best serve the patient. This deductive
theme is a principle of a team-based approach (Mitchell et al., 2012). The providers identified
OT’s using a holistic approach as a common goal when providing care to the patients. In addition,
instances of the OT and the patient or patient’s family collaborating were noted by the providers.
Table 41 describes the provider’s perspective of shared goals with an occupational therapist as
part of the primary care team.
Table 41
Provider Deductive Codes for Shared Goals Theme
Code
Holistic approach (4)

Shared goal setting (3)

Description
The OT as part of the primary care
team working towards providing a
holistic approach to patient care.
Patient actively participating in
creating goals (Mitchell et al.,
2012, p. 7)

Example from Transcript

“so they will do some patient
education in the room with the
patient and their family if
they’re, you know, if the
family’s present.”

Theme 4: Mutual Trust
Mutual trust was another deductive theme identified by the providers. Overall this code
was limited in the data, similar to the occupational therapist’s data. Mutual trust is a difficult
theme to discuss. It is more than identifying a role or describing communication style. It
requires established interpersonal relationships and reflection to occur on the provider’s part to
identify mutual trust as part of the working relationships. Mutual trust was found throughout the
data indirectly. These codes are also found in other themes. For example, “all voices heard”
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coincides with effective communication through in-person communication and team meetings.
Table 42 describes codes related to mutual trust noted within the data.
Table 42
Provider Deductive Codes for Mutual Trust Theme
Code
All voices heard

Respect

Mutual Trust

Description
Members of the primary care
team have an opportunity to
communicate, comfortably,
his/her thoughts (Mitchell et al.,
2012, p. 14).
It is important for all members
of the primary care team to
“respect and understand the
rules and culture of the team”
(Mitchell et al., 2012, p. 14).”
Team members earning each
other’s trust, which promotes
achieving shared goals (Mitchell
et al., 2012, p. 14)

Example from Transcript

“Well it’s been a few years since she’s
(OT) been coming in here and she’s
almost kind of become part of the
wallpaper, you know what I mean.”

Theme 5: Measurable Process and Outcomes
Measurable processes and outcomes was another deductive theme identified in the
literature related to the principles of a team-based approach. The providers identified OT could
potentially contribute to patient satisfaction within the office; however, no direct measures were
identified. There was information related to outcomes that could be used, such as observations
on patient satisfaction. Another provider described the lack of follow-up on different measures,
therefore making it difficult to track OT effects on these measures.
A code identified the providers adopted a new evaluation tool within the primary care
office that was used by the occupational therapist within their office. The providers are now
using the Montreal Cognitive Assessment (MOCA) as the standard to test for cognitive deficits,
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whereas before they were using the Mini Mental Status Exam. This is a direct outcome of the
occupational therapists having a presence within the primary care clinic. The outcomes of the
MOCA can also be tracked over time for the patients, giving providers more accurate information
of their cognitive status. Table 43 describes codes related to measurable process and outcomes
as identified by the providers.
Table 43
Provider Deductive Codes for Measurable Process and Outcomes Theme
Code
Team members’
satisfaction

Patient Satisfaction

Updated evaluation
measure used in primary
care practice

Patient outcomes

Description
Example from Transcript
Team members, including
providers, have increased work
satisfaction when an OT member
is part of the primary care team.
OT may contribute to patient
“You know I think patient
satisfaction
satisfaction possibly, is one of
those measure that uh may be
improved with them [OT].”
The geriatric clinic adopting the “For the longest time we used to
MOCA as the standard to
do the Mini-Mental Status Exam
evaluate cognition in the primary on patients, as a way to screen
care setting.
for cognition. We are slowly
changing over from the MMSE to
the MOCA. And that’s largely
because of the occupational
therapy presence in the clinic.
Cause that’s what they were
doing with the MOCA. And
that’s the way-that way we can
sort of track, how they’re doing
over time. But it’s also much
more sensitive.”
Examining patient outcomes
important to provider.
Including, but not limited to:
Healthcare utilization, cost of
care, ER visits, hospitalizations,
length of stay, readmissions,
quality measures (ex: cognition),
patient satisfaction
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Table 43—continued
Code
OT specific outcomes’
difficulty to track.

Description
From a provider perspective, OT
outcome can be difficult to track
or know what specific outcomes
to link it to.

Example from Transcript
“I do think that the setting, how
they [OT] are present in our
setting is helpful. As far as
follow-up…you’re right. I mean
they go home after the visit, then
they come back in several months
and it’s kind of not clear if there
were changes, if they were
implemented, how it’s affected
them or improved. And we
don’t see that until they come
several months later to follow
up. So I mean, I wonder if there
would be any sort of system that
could, kind of, once OT has seen
them, to be able to follow up
with them to see fit there’s been
any improvement.”

Provider’s Qualitative Results: Inductive Codes
Inductive codes will now be described which encompass the emerging themes from the
data. These themes describe concepts that don’t fit with the five principles of team-based
approach as described by Mitchell et al. (2012) and are similar to the inductive themes identified
by the occupational therapists. These themes allow the experiences of the providers to be
explored and contribute to this body of knowledge.
Theme 6: Supports and Barriers
Supports and barriers to OT integration within the primary care setting from the provider’s
perspective was an emerging or inductive theme identified in the data. These codes came from the
providers’ experiences and observations of working with the occupational therapists within the
primary care setting. Table 44 describes barriers for OT integration from the provider’s perspective.
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Table 44
Provider Inductive Codes for Barriers for OT in Primary Care Setting Theme
Theme
Decreased awareness of OT interventions
Provider leading team meeting
Scheduling
Space
Time
Underutilization of OT services

Description
Providers not aware of all interventions OT could
potentially provide.
OT not being able to express intervention ideas
during team meeting
Providers request increased OT presence in
office.
No dedicated space for OT and can be difficulty
for OT to have office when clinic is busy.
In office certain times and days of week.
Not referring OT when it has potential to be
appropriate to benefit patient.

Supports for OT integration onto the primary care team will now be described from the
provider’s perspective. It is interesting to note that the providers identified more supports than
barriers. This may be seen as beneficial as OT may be viewed positively as part of the primary
care team due to the many supports identified. Table 45 describes supports for OT integration
onto the primary car setting from the provider’s perspective.
A supportive theme that was noted throughout the provider participant interviews was OT
being helpful and a contributing team member to patient care. A provider stated, “Almost always
there is something that sort of is uncovered and they propose a plan that I would normally have
not done or overlooked.” From this transcript the OT provides a perspective the provider may
not have time to address, or may not be aware of.
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Table 45
Provider Inductive Codes for Supports for OT in the Primary Care Setting
Theme
Provider leading team meeting
Billing
Clinic openness
Decrease wait time for patient.

OT initiate referral
Paging OT
Problem solving with provider to
see patient
Provider sees benefit of OT
Same day OT services
Utilization of OT services
OT coverage
Provider initiating referral
Provider screening for OT services
during chart review (referral?)

Description
OT being able to express intervention ideas during team
meeting.
OT billing to continue care in clinic.
Clinic open to collaborative approach, including OT in
office.
OT can see patient before provider visit if provider is
running behind to help decrease overall wait time for
patient.
OT ask provider to see patient and initiate referral.
Page OT when not present in clinic to see if OT is
available to see patient.
Provider and OT problem solving on when OT will see
patient
Provider seeing subjective benefits of OT in the primary
care setting (see below)
OT providing OT services the same day, overcoming
transportation and/or scheduling barrier
Provider sees benefit as they use OT services.
Coverage provided when regular OT is not in clinic that
particular day.
Provider approach OT about providing service.
Provider thinking about who may be appropriate for OT
at the beginning of the day

In addition, all participants described the OT presence in the primary care office as
‘helpful.’ The following question was asked by the interviewer, “What has it been like for you
to have OTs as part of the primary care practice?” The provider’s responses were:
o “Oh, it’s been excellent. She’s been incredibly helpful”
o “That’s been very helpful, very useful to have a knowledgeable OT familiar with
geriatric issues…actively participating in interdisciplinary team management”
o “it’s a really big help.”
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These responses identified OT being helpful within the primary care clinic when working as part
of the primary care team and could potentially be beneficial to the patient.
The increased presence OT has in the clinic causes an increase in utilization of OT
services. The providers are able to learn about the evaluation and intervention strategies OT is
implementing, and overall this enhances the provider’s understanding of OT services. For
example, a provider stated, “I think it’s only been enhanced because as all the providers have had
the opportunity to utilize her [OT], we realized the benefit, not only to use a practice, but also the
patients of course.” As OT services are utilized more, this increases the provider’s knowledge of
OT services, in addition further establishing OT can be beneficial to patients from the provider
perspective.
Theme 7: Collaboration
Collaboration was an emergent theme from the interview data; there were several instances
of collaboration between primary care team members and the occupational therapists. The
emergence of collaboration confirms concepts found in the literature at is it is a core concept to
promote a team-based approach (Mitchell et al., 2012) and relates to the principles of a teambased approach. It is an emerging code as it relates to team functioning and provides examples
of what the provider’s practice looks like when collaborating with occupational therapists. Table
46 describes codes found related to collaboration between providers and occupational therapists
while working in the primary care setting. Examples of collaboration from the provider’s
experiences are described in Table 46.
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Table 46
Provider Inductive Codes for Collaboration Theme
Code
Collaboration for
complex patients

Description
Provider and OT collaborating
and problem solving for
complex patient

With family, medical
students, residents,
geriatric fellows, nurse,
medical assistants
Collaborate with OT to
create plan of care

From provider perspective, OT
collaborates with these health
care professionals

Provider and OT
collaborate prior to
patient visit
Putting effort into
collaborate

Emphasize provider
suggestions to promote
carryover

Transcripts from Data
“So I find verbal communication
to be really important and especially if the patient is still in the
clinic, there are things that we
can address and make sure that
they don’t get missed, especially
with our patient population who
often get lost to follow-up.”

Provider engaging in effective
“After an evaluation the OT will
communication to create a plan come out and find the clinician
of care for patient
and kind of discuss the findings.”
Provider and OT discuss patient
before OT sees patient
OT taking initiative to discuss
patient with provider

“She [OT] walked into the clinic
today and talked to us about our
patients that were scheduled
today, who would benefit from
seeing her.”

The OT reviewing and
emphasizing suggestions
provider made during visit

Qualitative Summary: Occupational Therapists and Providers
The research question addressed by the qualitative data analysis states:
2. What are members of the primary care team’s experiences of working as part of a
team-based approach with an occupational therapist in primary care settings?
The occupational therapists identified experiences as they relate to clear roles, shared goals,
effective communication, mutual trust, and measurable processes and outcomes. Emergent codes
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were also identified through the OTs’ descriptions of their experiences of working in the primary
care setting and include supports and barriers to OT integration into the clinic, different models
of OT in the primary care clinic practice, collaboration, OT entering the primary care clinic,
advocacy, reimbursement models, and an emphasis on health promotion and prevention. Overall
the OTs’ described their experiences as positive and enjoy working in primary care clinics.
Providers also identified experiences as it relates to clear roles, shared goals, effective
communication, mutual trust, and measurable processes and outcomes. Emergent codes
identified supports and barriers to OT integration into the clinic, with major supports being oneon-one communication of the OT and provider after a provider visit. This allowed information
sharing between the provider and the OT about the OT evaluation and intervention; it also
allowed for collaboration to create a plan of care. Overall this gave perspective to the providers
and they viewed OT services as helpful and potentially beneficial for patients.
Synthesis of Quantitative and Qualitative Results
The quantitative and qualitative synthesis results will now be described. Examination of
both the quantitative and qualitative results and how they relate to one another will be described
in this section. The quantitative and qualitative results relate to one another in a variety of ways.
The studies further inform overall research of this study and provide a comprehensive viewpoint
of occupational therapy in the primary care setting.
A provider was noted to implement the Montreal Cognitive Assessment (MOCA)
(Nasreddine et al., 2005) into their standardized practice over the Mini-Mental Status Exam
(MMSE) (Hoops et al., 2009) during the qualitative interview. The provider stated the MOCA
was more sensitive than the MMSE and was the standardized assessment used to monitor
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patients’ cognition over time in the practice. This is important information to identify as it can
be used to decide if a patient needs a higher level of support to live safely within the community,
such as assistance with medication management. The provider identified the occupational
therapist’s presence in the office and performing the MOCA as the rationale to why the office
transitioned to the MOCA. This is important to note, as OT presence in the office affected office
practice in order for patients to be more closely and accurately monitored for cognition. This
particular occupational therapist was in the office 10 hours a week. This may be indicative of the
numbers of hours an OT is needed to be in the office to affect team-based practice for future
models of practice. This may establish a threshold point, in which the occupational therapist is
needed to be in the office a certain amount of time (at least 10 hours a week) to successfully
establish roles and impact clinical practice for the primary care team.
Team functioning components and a principle of a team-based approach concepts directly
overlap. Task orientation, which is a subcategory of team functioning used for the quantitative
research, refers to having measures in place to evaluate, modify, and critically appraise performance of the team (Kivimaki & Elovainio, 1999). Measurable process and outcomes—a deductive
theme from the qualitative study—examines the success and failures of the team, team functioning, and reviews the status of goals and may be changed accordingly (Mitchell et al., 2012). Task
orientation and measurable process and outcomes complement one another as they seek to
identify measurable outcomes to assess team performance and allow for modification when
appropriate. Overall the quantitative scores for task orientation, for the providers and occupational therapists, were less than other subcategories, such as vision and participative safety.
Overall in the qualitative study, measurable process and outcomes did not explicitly identify
outcomes being used; however, anecdotal evidence for OTs’ benefit was identified by both
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occupational therapists and providers. Overall this indicates task orientation and measurable
process and outcomes is an area to focus on for occupational therapists practicing in primary care
settings. It is important for practitioners to postulate evaluation tools or measures they can use in
regular practice to assist in monitoring the effects they have on patient or primary care team
outcomes.
The results of the quantitative study found higher median and means scores for subcategories of team functioning for certain characteristics of the primary care setting, which
include patient requesting OT services and having another primary care team member suggest an
OT referral, such as social work. This data may be attributed by effective communication, a
deductive theme identified in the qualitative analysis. Effective communication was a strong
theme identified in the qualitative data and strives for communication among primary care team
members in order to achieve the best outcome for patients. Effective communication may have
allowed different primary care team members to make a recommendation, which can be valuable
and may be a contributing factor that led to higher team functioning scores. In addition, listening
to a patient request can also be a contributing factor as the team understands the importance of
the patient’s goals.
Occupational therapy practice in primary care is not well established and beginning to
emerge in the literature. Through the results of this research, a comprehensive list of evaluations
and interventions used by practicing occupational therapists within the primary care settings was
identified through the quantitative study. This complements the variety of roles the occupational
therapists have identified in the deductive roles theme in the qualitative study. The numerous
evaluation and intervention measures used by the occupational therapists contribute to the vast
roles occupational therapists identified to have when working in the primary care setting.
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Occupational therapist roles are complex and multi-dimensional as evaluation and intervention
measures may address health promotion, remediation and restoration, maintenance, modification,
and disability prevention interventions (AOTA, 2014, p. S33).
The results of this study contribute to the goal of the World Health Organization (n.d.)
goals of primary care. Occupational therapists working in primary care settings strive to be
client-centered and provide services towards people’s needs and expectations; this is noted
through the quantitative study with the identification of evaluations and interventions used by
occupational therapists. This occurs through OT collaboration (qualitative) with patients and
team members, while they work towards shared client-centered goals (qualitative). There are
several models of practice in which OT is working as identified in the qualitative results; in all
the settings, advocacy (qualitative) was noted to be an important theme identified. Advocacy is
important to establish roles in all models of practice and to promote policy changes to further
establish a team-based approach within the models of primary care settings that includes an
occupational therapist.
The results contribute to meet the pillars of primary care identified by Barbara Starfield
(Starfield, 1998). Occupational therapists are part of first contact care when working within the
primary care setting alongside the provider. Occupational therapists are noted in the quantitative
results to perform treatment sessions, indicating continuity over time with patients. The comprehensive list of evaluation measures used and interventions performed contributes to providing
comprehensive care for patients in the primary care setting. In addition, occupational therapists
identify service providers the client may benefit from (qualitative) and relay this information to
the provider, which includes coordinating with other parts of the healthcare system.
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Conclusion
In conclusion, Chapter 4 has described the quantitative results of the TCI-14 for both the
occupational therapists and primary care team members to assess team functioning. There were
no characteristics of occupational therapists that were associated with team functioning. However,
some characteristics had higher mean or median scores and may warrant future research. In
addition, the providers’ overall mean for vision, participative safety, task orientation, and mutual
support was higher than the OTs’ results and results of the external study; however, this study
had small sample sizes.
The qualitative results identified examples of both deductive and inductive themes. The
provider and occupational therapists identified experiences that contributed to the five principles
of team-based approach identified by Mitchell et al. (2012). Emerging codes were also identified
and described from both the occupational therapists’ and providers’ perspectives. Overall the
OTs’ presence in the primary care clinics was seen as helpful by both the OTs and providers.
The results of the qualitative and quantitative study complement one another and provider further
support to OT integration onto the primary care team as part of a team-based approach.

CHAPTER 5
DISCUSSION
This chapter will include a review of the problem and purpose of the research. A
summary of the methods and procedures will be described. The major findings will be discussed
and include interpretation of information. This chapter will conclude with a description of the
strengths and limitations of this study and recommendations for clinical practice and potential
future research.
Statement of the Problem
The changing healthcare environment is emphasizing the importance of team-based
approach within primary care settings. Research examining team-based approaches in
primary care settings is linked to positive patient outcomes, cost reduction, and reduced hospital
admissions (Gandhi et al., 2017; McLellan et al., 2012). Occupational therapists working as part
of the primary care team within these primary care settings is an emerging field and currently
there is no demographic information or number of occupational therapists currently practicing in
the setting provided by the American Occupational Therapy Association (Dahl-Popolizio et al.,
2016; Roberts et al., 2014). Literature is emerging describing the implementation of OT practice
in primary care settings, with an emphasis on benefits and suggested practice models (DahlPopolizio et al., 2016; Koverman et al., 2017; Trembath et al., 2019). Furthermore, there is no
identified research exploring primary care team’s experiences when working with occupational
therapists as well as occupational therapists’ experiences while working in the primary care setting.
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Purpose of the Study
The purpose of this project was to study issues related to occupational therapists integrating into primary care settings, as part of a team-based approach, to provide the best care to
clients. Using the TCI-14 (Kivimaki & Elovainio, 1999), team functioning of primary care team
members and occupational therapists was explored as team functioning has not been studied when
an occupational therapist is present on the primary care team. Experiences of the primary care team
members and occupational therapists were also examined to contribute to this body of knowledge.
Overall, this study provided information on how OTs can integrate and function as part of a
primary care team using team-based approach principles as identified by Mitchell et al. (2012).
The overarching rationale of this research is to best serve the needs of clients seeking
primary care services. The results of this research may further inform future research designs
related to primary care outcomes or team processes, which will be described in a subsequent
section based on the results in Chapter 4. This area of study is also relevant as the responsibilities
of primary care clinicians have increased and may lead to a potential shortage in the future
(Bodenheimer & Grumbach, 2007). Expanding to a team-based approach with an occupational
therapist present may offset some responsibility to the primary care team and decrease the burden
of the primary care provider.
Methodology
This is a mixed methods study that examined quantitative and qualitative data for
members of the primary care team and occupational therapists working in primary care clinics.
The quantitative measure, TCI-14, was selected because it examines themes related to team
functioning, which include vision, participative safety, task orientation, and mutual support
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(Kivimaki & Elovainio, 1999). Both occupational therapists and members of the primary care
team completed this measure. Participants who were interested also completed a semi-structured
interview that examined deductive codes of the principles of a team-based approach, and allowed
inductive codes to emerge.
Discussion of Findings
The discussion of findings will address the theoretical foundation and each section of the
results. This will include discussion of quantitative results of the occupational therapists, including
both descriptive and statistical analysis. This will be followed by the discussion of the quantitative
results of the primary care team members. Next, the occupational therapists’ qualitative results
will be described, followed by the discussion of the providers’ qualitative results.
A brief overview of the theoretical foundation will be described prior to the discussion of
the results. The General Systems Theory was founded on natural laws of organization that
govern open systems when they respond to feedback from their environment (von Bertalanffy,
1968). For example, in this research, primary care was the open system that strives to provide
the best patient care as the ultimate goal. The input was introducing OT into the open system,
which was primary care, in order to help meet the overall goal of improving care and outcome
for patients. The throughput was the analysis of OT being introduced into this open system of
primary care. The output was systems ideas, behaviors, and reactions. This included all the
results from the quantitative and qualitative studies. Finally, the feedback is the results of the
change provided as input back into the system. For example, the MOCA being part of the
standardized assessments and how it changed treatment for the primary care team is considered
the feedback of this open system.
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Discussion of Results by Section
Quantitative Research: Descriptive OT Results
The results of the descriptive statistics identified that OTs working in the primary care
setting had a variety of backgrounds. The OTs ranged in age and years of professional practice
experiences. Unsurprisingly, nearly all were from an urbanized area affiliated with an Academic
Medical Center. Academic Medical Centers value innovation and change; therefore, they would
be more likely to implement an emerging model of practice. Half of the occupational therapists
work in a geriatric primary care clinic. Promoting OT to geriatricians and all members of a
geriatric primary care team may have an easier ‘buy in’ when compared to other primary or
specialty care settings because it is logical that older adults would be in need of OT services, for
example, to evaluate cognition or address fall prevention (Koverman et al., 2017).
Understanding how occupational therapists practice in the primary care setting is important
because there is limited knowledge in this area and important for stakeholders to understand if
this emerging practice area is to continue to grow. Occupational therapists from this study not
only perform evaluations but implement follow-up treatment sessions as well. There were a
variety of practice models described by the occupational therapists. Occupational therapists see
patients after the provider visit and/or have the patient come back to the primary care setting a
different day to be seen by the occupational therapist. Occupational therapists see patients
within the same exam room as a provider and/or take the patient to a different location associated
with the primary care clinic. In addition, OTs work in a variety of primary care settings which
include Gerontology, Palliative Family Health, Pain, Endocrinology, and Occupational, Family,
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and Preventative Medicine. This information will be further synthesized in a subsequent section
when a definition of Occupational Therapy in the Primary Care setting is postulated.
Occupational therapists address a vast array of diagnoses. The results section in Table 4
identified concrete examples of diagnoses occupational therapists address within different
primary care clinics. Table 6 identified 48 evaluation tools, where 6 were non-standardized
evaluation measures, and Table 7 identified 19 types of interventions given. This information
confirms occupational therapists are able to implement standardized and non-standardized
evaluation tools within the primary care setting and provide appropriate follow-up treatments
when applicable. This information demonstrates occupational therapists are able to work with a
variety of diagnoses and use appropriate evaluation tools and interventions to address different
areas of deficit. This information is important to help solidify occupational therapy’s practice
working in the primary care setting as opposed to it being an emerging field, and adds valuable
information on how occupational therapists may benefit clients.
Finally, another note from the results was the variety of the multidisciplinary team
members. Primary care clinics have moved beyond traditional models of only having providers
(MD, PA, NP) and now include several different disciplines which may include social workers,
nutritionists, pharmacists, medical assistants, nurse educators, counselors, psychologists, massage
therapists, chiropractors, acupuncturists, and physical therapists. These team members each have
different areas of expertise and contribute to providing a holistic team-based approach when
providing direct patient care.
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Quantitative Research: OT Statistical Analysis Results
Overall, there were no characteristics of the occupational therapist that contributed to
team functioning that had statistical significance. This is an interesting finding and a rationale
will be provided; however, it is important to note this was a small sample size. The results of
this finding identify that all occupational therapist may be appropriate to work in the primary
care setting. Factors such as education (note: at baseline all have master’s degree), professional
experience, and longevity of OT programming did not have an association with aspects of team
functioning. Occupational therapists’ skills in examining activity demands to assess different
systems interacting with one another, including the contextual environment, to maximize outcomes
and grading activities appropriately, are contributing factors to why OTs in general can be
beneficial in primary care settings.
The differences between OT characteristics will now be discussed to address the lack of
significant outcomes, potentially due to the small sample size. There were no statistically
significant results of characteristics of occupational therapists when compared to aspects of
team functioning. The high and low mean and median results of all characteristics for vision,
participative safety, task orientation, and mutual support were identified and will now be
discussed. Occupational therapy characteristics will now be described; high and low median and
mean scores were examined and, as appropriate, rationales are provided as to why they may
contribute to or hinder team functioning. This does not indicate significance but can possibly
further future research in understanding different characteristics. Occupational therapists
working in academia overall had lower scores when compared to OTs not working in academia.
Academics may have additional stressors, such as research, that may affect team functioning
scores. In addition, academics may not be used to working in clinic settings which may also
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affect scores. OTs working in gerontology populations overall have lower team functioning
mean or median scores when compared to non-gerontology settings. The geriatric population is
complex and may have multiple co-morbidities, which may be a factor of team functioning.
Occupational therapists who completed 0–10 follow-up treatment sessions overall had
lower scores when compared with OTs who have completed 11+ treatment sessions. The OTs
who have completed 11+ treatment sessions may have higher team functioning as they can
monitor changes and have more opportunity to collaborate with primary care team members and
clients. A few referral methods are noted to have higher median or mean scores for aspects of
team functioning. Higher scores are associated with patient requesting OT services and having
another primary care team member, such as social work, suggest an OT referral, as discussed
earlier. Another characteristic with higher scores was clinics that did not have advanced
scheduling. The clinic may be more open and willing to have different clients see the occupational therapists, versus having it be pre-determined, which may not always capture the
appropriate clients.
Quantitative Research: Descriptive Primary Care Team Results
The results of the descriptive statistics of the primary care team (not including the
occupational therapists) will now be discussed. The majority of participants were providers,
with the exception of two social workers; all participants worked within the same office setting.
Overall the mean for vision, participative safety, task orientation, and mutual support was higher
compared to the occupational therapists and the external study that was used as a reference.
With only 7 participants, these results cannot be generalized, but further researched is needed.
Primary care team members may potentially have improved team functioning based on mean
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scores with an OT present; however, an increased sample size needs to validate these results with
statistical analysis.
Qualitative Research: OT Content Analysis for Occupational Therapists
The results of the OT content analysis for the occupational therapists will now be discussed.
Several themes and subthemes emerged through inductive and deductive coding. This information
is unique as it has not been identified or established in any publications at the time of this
dissertation, to this researcher’s knowledge. This body of knowledge will contribute to
occupational therapists working in primary care settings and is relevant for occupational
therapists, members of the primary care team, and external stakeholders. Major findings and
themes will now be discussed.
Complex Role
Occupational therapists have a variety of roles when working within the primary care
setting; overall this contributes to occupational therapy’s role being complex when working in
primary care settings since it is multidimensional as identified in the results section. It is clear
that occupational therapists need to negotiate their roles while working in primary care settings.
There are multiple layers of understanding OT’s role within the primary care setting from the
perspectives of the OT, provider, and patient. Occupational therapy services do not appear to be
well understood by primary care team members, which was a noted barrier throughout qualitative
interviewing. The providers’ understanding of OT’s role expanded as the OT integrated into the
clinic and educated the primary care team of OT services.
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Overall the providers were receptive to learning about OT services and their perspective
of OT’s role expanded the longer the OT was in the office. Overall, an occupational therapist’s
defined role depended on the specific clinic, but there were some similar components across all
settings which include advocacy and education, flexibility, expertise in function, using a holistic
approach, identifying barriers, collaborating with primary care team, and problem-solving
logistics. It is important for occupational therapists to market OT services appropriately to
primary care offices; this information will be helpful when doing so. Occupational therapists
thought their services were beneficial to the clients; however, this study did not encompass
patients’ perspective of OT services.
Offset Provider Responsibility
The occupational therapists perceived that they can offset provider responsibility within
the primary care clinic. Occupational therapy can expand on services or interventions the
provider or other primary care team members were giving. This could potentially free the
provider so they can address other responsibilities while the OT is working within their scope
of practice within the setting.
OT Identified Most Appropriate Team Member
Occupational therapists identified patient barriers and made appropriate recommendations
on external referrals. Occupational therapists would identify if another health care provider would
be beneficial to better support the patient. For example, if a patient needed social work or psychology services, the occupational therapist would bring this suggestion to the team. This contributes
to the overall shared goals of the team, which involves providing the best care to the client.
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Health Promotion and Health Prevention
Occupational therapists were found to focus on health promotion and health prevention
when working in primary care settings. From participant information, occupational therapists
who work in primary care or specialty care settings focus on interventions on health promotion
and health preventions (AOTA, 2014, p. S33). This differs from traditional areas of practice
such as rehab, where a primary focus of interventions focuses on improving a disability through
modification or rehabilitation. OT’s working in primary care identify barriers or problems
before they arise to maximize function and well-being of clients.
Provider as Leader
The occupational therapists identified providers as leaders of the primary care team. The
provider is inherently the leader of the primary care team as they are ultimately responsible for
the patient and a referral is necessary from the provider in order for the OT to perform an evaluation on the patient. From a systemic level, the provider is designed to be the leader of the
primary care team in today’s current health care model. It was noted that occupational therapists
weren’t aware of the role the provider played until directly asked, where upon further review,
they realized communication occurred through the provider. Provider being leaders is important
to note for occupational therapists creating programs to integrate into primary care clinics as
understanding the model and dynamics of the team are important.
The occupational therapists and providers both identified the provider as leader in the
results. This relates to the General Systems Theory, since it correlates with the inherent
hierarchical nature of an open system (Milsum, 1972). The dynamic nature of an open system,
primary care in this example, allows for the underlying hierarchy of team members to emerge.
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Currently, there are several factors that contribute to provider being leader, which include the
ultimate responsibility for the patient to be on the provider, and a referral being necessary for
an OT to evaluate and treat the patient. Until there are changes to this systematic policy, the
provider may continue to be the natural leader of the primary care team, unless another structure
is provided.
Providers may also be protective of their roles, which is inherent to any profession. For
example, the providers’ quantitative transcripts indicated a separation between the providers and
occupational therapist. The providers referred to themselves as “the provider” and “we,” and the
occupational therapists as “her”; for clarification, the OT working in their office was female.
This is a subtle separation between the provider and occupational therapist, indicating a potential
separation in the team.
Qualitative Research: OT Content Analysis for Providers
The following section will describe the providers’ qualitative results. The providers
identified occupational therapy services as beneficial. From this researcher’s literature review,
this is the first literature found that identified the providers’ perspective stating occupational
therapists are beneficial to the providers. A provider identified the occupational therapist is able
to contribute to their plan of care as they uncover ideas or concepts the provider would have not
thought of. This can also contribute to offsetting provider responsibility as the occupational
therapists is a supporting team member. This also leads to the providers identifying themselves
as the leader of the primary care team.
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Occupational Therapy in the Primary Care Setting
There were several models of practice identified in Chapter 4 that described occupational
therapists working in the primary care setting and different ways in which evaluations and
interventions were implemented. Therefore, an updated definition of OT in the primary care
setting will be provided from this researcher based on the results of this study. The updated
definition states: occupational therapy in the primary care setting is when an occupational
therapist has a sustained presence and relationship with team members from a primary care or
specialty care clinic and includes receiving direct referrals from the provider from the office. An
example of a specialty care clinic is an endocrinology office where the primary care team services
clients diagnosed with diabetes.
Occupational therapy in the primary care settings includes having an occupational
therapist work within the primary care clinic a certain number of hours per week or month; they
can recruit patients and evaluate them at a later time or complete evaluations and treatments as
appropriate within this designated time the OT is in the office. A sustained relationship from the
definition refers to occupational therapists fostering relationship of the primary care team members
over a period of time the occupational therapist is in the office. Relationships become stronger
the longer the occupational therapist has been associated with the primary or specialty care
office. This also contributes to establishing OT’s roles within the clinic as this can change over
time. Finally, the occupational therapists that work within a primary care or specialty setting
receive referrals from the provider and complete an evaluation and treatment as appropriate; the
occupational therapist serves clients the provider also sees, and this can occur on the same day as
the provider visit or a different day. This sustained relationship and OT need for direct referrals

168
fosters effective communication between the occupational therapist(s), provider(s), and members
of the primary care team.
In Chapter 4 several models of practice were identified. This extensive list of ways in
which occupational therapists practice in the primary care setting is the first information this
researcher has found that discusses different practice models. For example, occupational
therapists may recruit patients from primary care practices and treat them in a different location
or may evaluate and treat patients within the primary care practice. The definition of OT in the
primary care setting encompasses and allows the different models of practice to occur. In
addition, this definition is purposefully broad and allows for occupational therapists to practice
the variety of roles found in the qualitative results and promotes effective communication as
referrals from the primary care providers are needed in order for occupational therapists to
evaluate and treat.
Reflection of Occupational Therapists in Primary Care
Occupational therapists reflecting on their practice while working in the primary care
setting was an important issue that arose during data analysis and will be further discussed. A
participant described how she thought she worked in a very collaborative multidisciplinary
clinic. When asked reflection questions during the interview, the participant realized she mostly
communicates with the provider, and the clinic was not as collaborative of an environment as she
initially thought. Through participation in the qualitative study the participant reflected and
realized what she thought was a collaborative environment was not what she originally thought.
The participant had only been in the established clinic for 6 months and may not have had the
opportunity to reflect as day-to-day items were still being addressed.
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This process of reflection is important. For a clinician, it is easy for tasks to become
routine when working in the primary care settings as there are many roles to establish and
considerations with program implementation. The original intent may be for multidisciplinary
communication; this, however, can easily be overlooked due to other priorities and focus when
establishing OTs’ roles and programming within the office. The reflective process is important
because it can help identify areas being overlooked and priorities the OT originally intended to
have. Reflection helps shape professional practice and expands upon it. Reflection after the OT
has been practicing for a short period of time in the primary care setting, and scheduled reflections
over time, are important to address potential oversights and should become a part of regular
practice. This would ensure goals originally intended are not overlooked.
This process of interviewing participants asked all occupational therapists to reflect on
this process, specifically with multidisciplinary or interdisciplinary communication. This process
can be viewed as a root cause analysis to determine where vulnerability is, and potential ways
occupational therapists can change their practice within the primary care settings. This fits into
the idea of identifying barriers, to help overcome them to promote change to improve program
implementation and work towards goals originally set. For occupational therapists working in
the primary care setting, it can be easy to have a narrow focus, or to adopt the focus of members
of the primary care team. It is important through reflection to take a holistic perspective on
program integration and try to identify these areas of vulnerability and foster change.
Models of Practice
Several models of occupational therapy practice when working in the primary care setting
have been identified in Chapter 4. This is the first detailed list that describes different models of
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primary care practice from this researcher’s findings. The models of practice are shaped from a
systematic perspective; specifically, in the United States certain healthcare system protocols are
in place to promote these models. For example, a provider needs to place an order for an occupational therapist to evaluate, treat, and bill a client. Occupational therapists rely on reimbursement
with most models to sustain practice. Hypothetically if reimbursement was different, a more
collaborative model may become the dominant model. From the interviews, models in which the
occupational therapist integrated into the clinic where the/a provider was a/the leader had varying
levels of collaboration amongst team members. Participants described another type of clinic,
where it was multidisciplinary in nature and the provider was not the leader of the team; the
participants spoke of higher collaboration between the primary care team members. For
example, there was a clinic started from the interdisciplinary center where a non-provider was
leader. Different models of practice have been identified, and the occupational therapist should
identify the potential model prior to program implementation to help understand reimbursement
and type of program structure to foster successful OT practice within the primary care setting.
Reflection of a Team-Based Approach
The five principles of a team-based approach by Mitchell et al. (2012) was the qualitative
measure used to examine team structure of both the occupational therapists and primary care
providers during the interviews. The results of the qualitative survey identified instances of the
five principles of a team-based approach, deductive themes, as identified by the occupational
therapists and providers within the data. The qualitative interviews established the principles
of a team-based approach, which were found in the occupational therapists and provider’s
experiences as working part of the primary care setting. However, inductive themes were also
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noted. The introduction of OT services onto the primary care team identified a theme of
advocacy. This was important to help establish role clarity and ensure primary care team
members were aware of the variety of services and roles occupational therapists can have in the
primary care setting. The five principles of a team-based approach was limiting when examining
team structure and experiences as noted by the inductive codes of this study. A broader concept
to examine team structure may be beneficial in future research to account for the expanded
themes noted in this study when examining team structure and integration.
A new model to examine incremental shifts of team structure may be ideal. Potentially
adding another lens may assist in examining team structure and team functioning, and could be
used in future research. For example, the stages of team development by Tuckman and Jensen
(1977) was not directly used in the research but provided an explanation of why certain principles
may have been more common than others. For example, clear roles emerges as a theme in the
storming stages, which is a less mature stage than norming and performing, where mutual trust
and shared goals emerge. The stages of team development could examine these incremental
shifts in team structure and provide more information on how teams function over time.
Future Research
The results of the research study identify several areas of future research with regard to
occupational therapists practicing in primary care settings as part of a team-based approach. The
results section specifically identified measurable process and outcomes which was a principle of
a team-based approach and will now be discussed. Establishing team members’ satisfaction and
understanding factors that contribute to or hinder employee satisfaction is an area of future research
identified in the results. This entails the providers, occupational therapists, and all other members
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of the primary care team. In addition, gaining a better understanding of specific disciplines that
are on primary care teams would help contribute to this body of knowledge. Understanding team
members’ satisfaction could potentially help with retention of employees and identify if a teambased approach improves overall work satisfaction. If there is improved satisfaction, understanding
the specific factors that contribute to improve satisfaction would be valuable information to
external stakeholders.
Processes that lead to improved patient outcomes is another area of future research
identified directly from the study. The ultimate goal of health care providers and team members
is to best serve the needs of the clients and to provide the best healthcare to individuals.
Researching process that leads to improved patient outcomes is important for the client’s health,
as well as decreasing unnecessary health care expenditure. An example that can be studied is inperson communication between the primary care team members, versus when there is not direct
communication and the effect this has on hospitalization rates. Patient outcomes is another area
of future research; it is important to identify specific outcomes a team-based approach can have
when an occupational therapist is present, compared to a non-team-based approach, to better
understand the effects it has on patient outcomes. Patient outcomes may include hospital
admissions, ER visits, improving lab values, or patient satisfaction.
A future area of research indirectly derived from the results is understanding the
populations occupational therapists work with in primary care settings. Identifying specific
diagnoses and interventions will help inform future research designs to address OT’s efficacy
when working as part of the primary care team. A study conducted by Trembath et al. (2019)
performed a retrospective study of ICD-10 codes used by a physician in a primary care setting
and categorized the top codes into 15 different categories, such as diabetes and hypertension.
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Based on the categories, hypothetical evidence based occupational therapy interventions were
provided as examples that could address that specific category (Trembath et al., 2019). Based on
the results identified, data exists to conduct a similar retrospective study; however, this study
could examine interventions implemented.
There are several Models of Practice as identified in Chapter 4 when an occupational
therapist works as part of the primary care team. This is the first identified research that
identifies different practice models of an occupational therapist working as part of a primary care
team, to this researcher’s knowledge. Further research examining the different practice models
and ways primary care teams are set up is important. Different models may have different
benefits and barriers to outcomes already identified. Team dynamics, team functioning, and
team-based principles may be different depending on the practice models. Finally, further
research should be conducted to identify if primary care teams with an occupational therapist
present help offset provider responsibility. As previously mentioned, this would help with
supporting providers’ workloads as there may be a potential shortage of primary care providers
in the future. Numerous instances of both providers and occupational therapists alluding to this
were identified in the data; however, this should be further examined on a larger scale and specific
examples of how occupational therapists may offer provider support should be identified.
Implications for Practice
There are several implications for occupational therapy practice in primary care settings
based on the results. A primary theme identified from the results is advocacy and education of
all primary care team members about OT services. Occupational therapy has a very broad scope
of practice and primary care team members may only be familiar with OT from their respective
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background—for example, thinking occupational therapists only address the upper extremity.
Occupational therapists must educate relevant team members on the broad scope of practice
when entering the clinic. In addition, there is continued education and advocacy after established
OT presence about the various OT roles within the primary care setting.
It is important to collaborate with all primary care team members and speak with everyone
in a respectful manner. Frustrations are bound to arise when integrating into the primary care
setting and it is important to maintain positive interpersonal skills at all times (Koverman et al.,
2017). Primary care team members communicate with one another and it is important to have
support of all primary care team members. This includes the front desk staff, as they can assist
with scheduling issues and relay positive feedback clients had, to medical assistants as they can
help overcome barriers, and providers as they refer clients to occupational therapy services.
Most institutions were Academic Medical Centers, which indicates students may rotate in the
primary care setting and include, but are not limited to, medical students, physician assistant
students, nurse practitioner students, physical therapy students, and occupational therapy
students. The occupational therapist has another opportunity to educate students on the broad
role OTs can have within the primary care setting.
In addition to establishing OT’s role through advocacy and education, it is just as
imperative that occupational therapists learn about other team members’ roles. It is important to
understand the responsibilities of other team members to know how they may differ and how
they are similar to OT services. This will help when communicating with those members of the
primary care team. When possible, it is important to ask to shadow to gain a further understanding
of others’ roles and to give the occupational therapists an understanding of how they can help
meet the primary care team member’s goal.
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Another implication for OT practice when working in the primary care setting is to
advocate on a broader scale, through local, state, national, and international conferences, as well
as written publications. Currently, there is limited documentation about OT practice within the
primary care settings. There are several articles describing hypothetical practices; however,
occupational therapists are practicing within primary care settings as identified from this study
and this information is limited in literature. It can be anticipated a certain percentage of occupational therapists practicing in primary care settings chose not to participate in the study and can
be assumed there are more occupational therapists that practice in primary care. These occupational therapists and programs should be publishing information, and presenting at conferences,
related to program implementation, research design, and data collection, especially since settings
are affiliated with an Academic Medical Center. It is important to grow this body of literature to
understand if occupational therapy as part of a primary care setting is beneficial to the primary
care team and to clients. Growing this body of literature is important to external stakeholders;
occupational therapists can agree that OT services can be beneficial to team members and clients
within the primary care setting. However, objective data is needed for external stakeholders to
substantiate such a claim.
Occupational therapists working in primary care settings should prioritize advocacy as
part of practice for their work in primary care settings. The American Occupational Therapy
Association published a position paper about OT in the primary care (Roberts et al., 2014), and
will soon publish an updated position paper. The American Journal of Occupational Therapy
had a recent special issue journal focused on OT in the primary care settings in late 2019.
Occupational therapists working in primary care should maximize opportunities to collaborate
with AOTA, publish in AJOT and other journals, and collaborate with other external agencies to
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educate stakeholders on OT practice in primary care to further policy changes. Occupational
therapists should maximize these opportunities to advocate for OT services in primary care
through research and presentations as it is especially important in today’s healthcare environment. The future of healthcare reform protocol is unknown at this time, especially with today’s
political climate (Gaffney & McCormick, 2017). Therefore, it is important that OT establishes
practice as a contributing member of a primary care team to stakeholders other than OTs, when
reform is examined to ensure occupational therapists’ continued presence in healthcare,
including primary care.
Another implication for practice is for occupational therapists to pursue specialized
training as necessary. It is important for occupational therapists to take continuing education
courses or self-directed learning for a specialized population. For example, if they enter a
primary care clinic and are encountering patients who have diabetes, it would behoove the
occupational therapist to further his or her education on self-care management for diabetes to
enrich the services provided within the primary care clinic. This coincides with reflection
described earlier; it is important that occupational therapists participate in reflection to identify
potential ways to enrich practice in the primary care setting.
Ethical billing has a huge implication for practice. There may be pressures to have certain
productivity measures similar to rehab or acute care; however, in the primary care setting, productivity requirements in the billing sense may need to be altered from an institutional standpoint.
Reimbursement is a major barrier to problem-solve within the setting. Once a billing protocol is
established, it is crucial that occupational therapists ethically charge evaluations and treatments as
appropriate, in accordance with regulatory agencies and state policies. In practice, the occupational
therapist should have the autonomy to bill, or not bill if she or he thinks the services rendered do
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not meet evaluation criteria. Occupational therapy in the primary care setting is an emerging
area, and with new program implementation, collaboration between the occupational therapists
and management of occupational therapy services should be fostered to help overcome the
issue of ethical billing. For example, in one primary care practice the occupational therapists
collaborated with management to problem-solve billing; in addition, management recognized
other benefits of occupational therapy within the primary care setting aside from reimbursement
such as the ability to collaborate.
Similar to reimbursement, it is also important for occupational therapists to be ethical
when providing services. To further elaborate, the occupational therapist should only provide
services within his or her competency level. For example, if an occupational therapist has never
worked with a client who has had carpal tunnel, and does not have the appropriate resources to
provide, the occupational therapist should refer to an outside clinic where they would be familiar
with that diagnosis. In addition, occupational therapists should stay within their scope of practice
and refer to PT when specifically addressing gait issue, as an example. However, occupational
therapists should have autonomy to practice at the top of their licenses to provide a wide array of
interventions he or she feels component doing so.
The electronic medical record is an important consideration for practice. It is important
to connect with the EMR during program implementation. Using EMR is a way to learn about
patients prior to the evaluation in order to identify appropriate evaluation tools that can potentially
be used to address potential areas of concern. In addition, occupational therapists should be
documenting services within the EMR that reflect occupational therapy standards of practice
(Brayman et al., 2005) as well as language from the Occupational Therapy Practice Framework
(AOTA, 2014). Documenting in accordance with these agencies is important for reimbursement
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purposes, as well as educating other members of the primary care team of the services rendered
during the visit, and serves as a tool for education and advocacy.
Participants working in the primary care setting identified another emerging area of
practice that could be used in primary care: telehealth. Providers were using telehealth services
within the setting, and occupational therapists were using it to a minimal degree within the
primary care setting. There is great potential to use telehealth within the primary care setting as
it can eliminate the barrier of transportation and serve populations living in rural settings. In
addition to telehealth, occupational therapy students should be given opportunities to have
fieldwork in primary care settings. Doctoral level OT students are conducting research towards
their thesis, and level I and II fieldwork students may help with program development and it is
important to expose them to this emerging practice area should they want to enter it in the future.
Strengths
Strengths and limitations of the research study will now be discussed. A strength of this
study is the mixed methods design. The quantitative measure identified team functioning of
members of the primary care teams including the occupational therapists, and the qualitative
measure identified inductive and deductive codes in conjunction with team-based principles. In
lieu of one method of study, both were used to maximize data collection while studying this
emerging area of practice. In addition, the qualitative interviews for the occupational therapists
occurred in a variety of primary care settings.
Strategies to improve trustworthiness of the data also occurred as confidentiality measures
were taken during data retrieval. This researcher wrote in a journal throughout the dissertation
process and would periodically review notes to help mitigate potential biases. In addition, the
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dissertation diary served as discussion points for this chapter and allowed synthesis of information
to be presented in the discussion section. Committee members took an active role throughout the
dissertation process. Communication with committee members increased during research
design, especially for the qualitative study. The deductive codes were reviewed and confirmed
by two dissertation committee members, both skilled in qualitative research. In addition, after
completion of coding, the same dissertation committee members confirmed coding procedures
for inductive and deductive codes identified by this researcher with a portion of the participant
transcript. The qualitative interviews were not done by this researcher, but an OT faculty
member associated with Rush University Medical Center to help reduce bias this researcher may
have. This OT faculty member, Dr. Taylor, also confirmed inductive and deductive coding
procedure.
Another strength of this study is it being innovative research to an emerging area of
practice. This study not only examines occupational therapy, but occupational therapy working
as part of a team-based approach within primary care settings, which is an important concept that
has been identified in OT literature (Jordan, 2019). This study does not hypothesize it would be
beneficial but provides objective information on how occupational therapists can be beneficial
within the primary care setting working as part of the primary care team.
Limitations
Limitations to this research study will now be discussed. Both the quantitative and
qualitative studies have small sample sizes. This decreases external validity of generalizing the
results to all primary care settings with occupational therapists. All providers were from the
same primary care setting. In addition, there were no areas of statistical significance identified
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with the TCI-14 and characteristics of the occupational therapist. The qualitative data was not
re-validated by a second researcher.
This researcher works in one of the primary care settings that is included in this study and
was a part of program implementation; this gives this researcher an inherent bias towards the
study in a positive manner. During regular meetings with committee members, a discussion of
barriers and supports took place. Supports and barriers are not that easy to discern as they can be
both. After supports and barriers were collected, they were grouped together and re-organized to
overcome this limitation. During the qualitative interviews, when asked what role the provider
has if a prompt was needed, an example of gatekeeper was given. This may have been a leading
question since the participant could have easily agreed to this statement. Lastly, this study did
not examine patient outcomes when an occupational therapist was present as part of the primary
care team.
Conclusion
In conclusion, none of the characteristics of the occupational therapists were associated
with team functioning amongst the primary care team. Overall, members of the primary care
team’s experiences were positive when working as part of a team-based approach when an occupational therapist was present. This is from the perspective of both the providers and occupational
therapists working within primary care settings. Occupational therapists have a vast array of
potential roles within the primary care setting, and it is imperative to establish these roles through
advocacy and education of team members. Occupational therapists have the potential to offset
provider responsibility and focus heavily on health prevention and health promotion interventions.

181
In addition, occupational therapists help to coordinate care by identifying other appropriate
members of the primary care team the client should be connected with.
There are several implications for practice that arise from this study and include the
importance of educating and advocating for occupational therapy services within the primary
care setting as occupational therapists can have a variety of roles within this setting. It is
important to develop interpersonal relationships with all members of the primary care team.
Occupational therapists working in primary care settings need to present at conferences and
publish about their respective setting; in addition, they should conduct research within this setting
to help external stakeholders understand the potential benefits OT has when working in primary
care settings. Ethical billing and appropriate documentation are measures that should be practiced in all primary care settings.
The overall purpose of this study was to establish objective information on how OT has
the potential to be a contributing member of the primary care team when practicing in a variety
of primary care settings. This study explores and establishes OT’s multiples roles as beneficial
and should be further examined. In today’s healthcare environment and changing policy, it is
imperative that occupational therapists continue to study their roles within primary care settings
for external stakeholders. This study seeks to provide the best care for patients pursuing primary
care services by providing holistic and client-centered interventions by occupational therapists in
primary care settings.
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Communication e-mail (OT’s)
Initial e-mail contact to the occupational therapist
To whom it may concern,
You’re being contacted since you have experience working in primary care settings; if you do
not please disregard this e-mail. Lydia Royeen, MOT, OTR/L is completing her dissertation for
Western Michigan University in Interdisciplinary Health Sciences and would like to study teambased approaches within primary care setting when an occupational therapist is present. This
research seeks to best meet the needs of client’s receiving services in primary care settings.
If you know an occupational therapist currently working in the primary care setting please
forward this e-mail to him or her and consider the following points:
1. Please complete the Survey Monkey, <insert link>, if you meet the inclusion criteria
listed below, within 3 weeks. It will take approximately 20 minutes and it includes short
answer questions and a standardized assessment, The Team Climate Inventory- 14.
• Inclusion criteria: An Occupational therapist, doctoral student or Level II student who
currently works a total of 4 hours a week or more in primary care setting (or specialty
setting). The OT or student may differ from week to week, and overall qualify if he
or she has worked a total of 16 hours in the setting in the past 6 months.
2. This researcher is requesting contact information for a managing party of the
primary care office you provide services in, such as an office manager, who has the
capacity to follow up with all providers and health care workers within the clinic. This
researcher is recruiting primary care team members who work at least 20 hours a month
or more in the setting as well. This includes: PA, NP, MD, DO, SLP, PT, respiratory
therapy, pharmacist, nutritionist or dietician, case manager or social worker or
prosthetics. (NOTE: If there is no managing party of the primary care team, the OT may
provide his or her information to forward the study to all other participants).
3. The contact from the primary care office will be sent a follow up e-mail. You will also
be cc’d on this e-mail to be informed of all the communication between this researcher
and the setting in which you work. Please contact us should any questions arise.
There are no perceived risks involved with participating in this research study. All participant’s
names will be kept anonymous. Participants may withdraw from this study at any time and any
data they have provided will be redacted. Completing the survey will not impact the
employment status of the researchers involved in the study.
There are no direct personal benefits as a result of your participation in this study. However, we
believe that there could be benefits associated with this project. Research examining teambased approaches in primary care settings is linked to positive patient outcomes, cost reduction
and reduced hospital admissions (Gandhi et al., 2017; McLellan et al., 2012).
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After the completion of the survey, a request for a follow up interview will take place. The semistructured interview will take place in order to obtain more information about team-based
approaches in primary care settings when an OT is present. Preferred contact information will be
asked at the completion of the survey to set up a phone interview.
Please review the attached consent forms; informed consent will be included within the survey.
This study was approved by HSIRB at WMU on 1/17/19 and Rush University Medical Center on
1/9/19. Should you have any questions please contact Lydia Royeen at
Lydia.l.royeen@wmich.edu.
Sincerely,
Lydia Royeen
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Communication e-mail (Primary Care Clinics)
Initial e-mail to office manager or OT to forward to all members of primary care team
To whom it may concern,
My name is Lydia Royeen and I’m completing my Ph.D. in Interdisciplinary Health Sciences
through Western Michigan University. I am examining team-based approaches within the
primary care setting when an occupational therapist is present and would greatly appreciate if
you could forward the text below to health care professionals working at least 20 hours in your
office. These health care professionals include MD, DO, PA, NP, speech-language pathologist,
physical therapist, respiratory therapist, pharmacist, nutritionist or dietician, case manager or
social worker or prosthetics.
Thank you,
Lydia Royeen, MOT, OTR/L
Please forward the following:
You are invited to participate in a research study conducted by Lydia Royeen, MOT, OTR/L as
part of her doctoral dissertation for her Ph.D. in Interdisciplinary Health Sciences from Western
Michigan University. The researcher is examining team-based approaches within the primary
care setting when an occupational therapist is present. This research seeks to best meet the needs
of client’s receiving services in primary care settings.
1. Please complete the Survey Monkey, <insert link>, if you meet the inclusion criteria
listed below, within 3 weeks. It will take approximately 20 minutes and it includes short
answer questions and a standardized assessment, The Team Climate Inventory- 14.
• Inclusion criteria: All members of the primary care team and include: doctor of
medicine (MD), doctor of osteopathic medicine (DO), physician assistant (PA), nurse
practitioner (NP), physical therapy (PT), speech language therapy (SLP), respiratory
therapy (RT), pharmacist (Pharm D), nutritionist or dietician, case manager or social
worker and prosthetics.
o Work in a primary care office where an OT is present at least 4 hours a week
providing services within his/her office.
o Work at least part time, a total of 20 hours a month of more, in a primary care
setting or specialized setting within the US.
o Primary care providers (MD, DO, NP, PA) must have given at least one
referral to an OT in the same primary care setting in the 6 months.
o Team members (not primary care providers): must have worked with a client
that received OT services within the same primary caer setting in the past 6
months.

There are no perceived risks involved with participating in this research study. All participant’s
names will be kept anonymous. Participants may withdraw from this study at any time and any
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data they have provided will be redacted. Completing the survey will not impact the
employment status of the researchers involved in the study.
There are no direct personal benefits as a result of your participation in this study. However, we
believe that there could be benefits associated with this project. Research examining teambased approaches in primary care settings is linked to positive patient outcomes, cost reduction
and reduced hospital admissions (Gandhi et al., 2017; McLellan et al., 2012).
After the completion of the survey, a request for a follow up interview will take place. The semistructured interview will take place in order to obtain more information about team-based
approaches in primary care settings when an OT is present. Preferred contact information will be
asked at the end of the survey to schedule an interview.
This study was approved by HSIRB at WMU on 1/17/19 and Rush University Medical Center on
1/9/19.Please review the attached consent forms; informed consent will be included within the
survey.
Should you have any questions please contact Lydia Royeen at Lydia.l.royeen@wmich.edu.
Sincerely,
Lydia Royeen
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Rush Institutional Review Board FWA #: 00000482
Notification of Expedited Continuing Review Approval
The following research activity has been re-reviewed and re-approved by the Institutional Review Board
(IRB) at Rush University Medical Center in accordance with the Common Rule (45CFR46, December 13,
2001) and any other governing regulations or subparts. The Institutional Review Board at Rush also
confirms that the project still meets the following categories under 45CFR46.110 for expedited review:
Category 7 - Research on individual or group characteristics or behavior (including, but not limited to
research on perception, cognition, motivation, identity, language, communication, cultural beliefs or
practices, and social behavior) or research employing survey, interview, oral history, focus group,
program evaluation, human factors evaluation, or quality assurance methodologies.
In accordance with 45 CFR 46.109(f)(1)(iii), the Rush IRB has determined this study to be
research:
• Research that has progressed to the point that it involves only one or both of the following,
which are part of the IRB-approved study:
o Data Analysis, including analysis of identifiable private information or identifiable
biospecimens, or
o Accessing follow-up clinical data from procedures that subjects would undergo as part of
clinical care.
Continuing review is not required for this project, however, the Principal Investigator must still:
•
•
•

• Submit amendments for project changes,
• Report Unanticipated Problems (UPs), and
• Terminate the project once it ends, or when personal identifiers are removed from the
data/biospecimens and all codes and keys are destroyed

•

• Rush IRB may re-evaluate its Continuing Review/No review decision for a project
depending on the type of change(s) proposed in an amendment (e.g., protocol change that
increases subject risk), or as an outcome of the IRB's review of an unexpected problem.
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ORA Number: 18082701-IRB01-CR01
Principal Investigator: Lydia Royeen
Project Title: 2019 Review for: Occupational Therapy as Part of a Team-Based Approach in Primary
Care Settings
Date of continuing review approval: 10/21/2019 Review Type:
- Expedited
Who needs to be reconsented?
- No reconsent required
It is your responsibility to follow the guidelines below:
•
•
•
•
•
•

• Conduct the study in accordance with the relevant, current protocol and only make changes in
the protocol after notifying the IRB, except when necessary to protect the safety, rights or welfare
of subjects.
• Record and track number of subjects accrued as well as information regarding study drop-outs
or withdrawals.
• Provide brief updates on the changing scientific literature as that literature pertains to the
efficacy and safety of the specific procedure or intervention under study.
• Report any complaints from subjects as well as any and all serious or unexpected adverse
events related to this study to the IRB.
• Maintain and use copies of the currently approved consent document related to this project (if
applicable).
• Maintain a file of the consent documents bearing the signature of the subjects enrolled in this
study.

{The below is a representation of an electronic record that was signed electronically and is the
manifestation of the electronic signature.}
John Cobb
10/21/2019 3:02 PM Signing for Crista Brawley
Crista Brawley, PhD, CCRP
Rush University Medical Center
Assoc. VP, Research Regulatory Operations

Appendix D
WMU HSIRB Approval Letter

200

201

Appendix E
WMU HSIRB Information Sheet

202

203
Western Michigan University
Department of Interdisciplinary Health Sciences
Principal Investigator:
Student Investigator:
Title of Study:

Kieran Fogarty
Lydia Royeen
Occupational Therapy as Part of a Team-Based Approach in
Primary Care Settings.

You have been invited to participate in a research project titled “Occupational Therapy as Part of
a Team-Based Approach in Primary Care Settings." This project will serve as Lydia Royeen’s
dissertation project for her Ph.D. in Interdisciplinary Health Sciences. This information sheet
will explain the purpose of this research project and will go over all of the time commitments,
the procedures used in the study, and the risks and benefits of participating in this research
project. Please read this information sheet carefully and completely and please ask any questions
if you need more clarification. Completing the survey will not impact the employment status of
the researchers involved in the study.
There is an optional interview that will follow this survey, this information sheet expands to
include your participation in this follow up interview; subjects will have a chance to provide
his/her contact information if he/she wish to participate in the follow up interview, or they can
decline.
What are we trying to find out in this study?
The purpose of this project is to study issues related occupational therapists integrating into
primary care settings, as part of a team based approach, to best meet the needs of the clients
seeking services in primary care settings. Team functioning of the primary care team, when an
occupational therapist is present, will be explored. In addition, experiences of the primary care
team, related to team-based approaches, will also be examined. This will contribute to the
knowledge of literature about team-based approaches in primary care settings, specifically when
an occupational therapist is present.
Who can participate in this study?
Members of the primary care team that work in a primary care setting or specialty care setting,
for example Endocrinology, that have an occupational therapist present on site for 4 hours a
week or more.
•

Occupational therapists, Level II occupational therapy students and doctoral students who are
currently working in primary care.
o The OT or OT student must provide services at least 4 hours in the primary care
office
o The OT or OT student may differ from week to week, but the occupational therapists
must have 16 hours of experience working in a primary care setting within the past 6
months

204
•

All non-occupational therapy members of the primary care team and include: physician
assistant (PA), nurse practitioner (NP), doctor of medicine (MD) doctor of osteopathic
medicine (DO), physical therapy (PT), speech language therapy (SLP), respiratory therapy
(RT), pharmacist, nutritionist or dietician, case manager or social worker and orthotist.
o Work in a primary care office where an OT is present at least 4 hours a week
providing services within his/her office.
o Work at least part time, a total of 20 hours a month of more, in a primary care setting
or specialized setting within the US.
o Primary care providers (MD, DO, NP, PA) must have given at least one referral to an
OT in the same primary care setting in the 6 months.
o Team members (not primary care providers): must have worked with a client that
received OT services within the same primary care setting in the past 6 months.

•

You will be asked to acknowledge you have read and meet eligibility requirements to
participate in the study during the Survey Monkey. In addition, many of the short answer
questions and semi-structured questions are based on the requirements; if it is clear that you
do no meet eligibility requirements from either the Survey Monkey or semi-structured
interview, your information will be included in the study and subsequently destroyed.

Where will this study take place?
The study will take place online or by telephone. The first portion of the study is an online
survey, should the participant agree to the second part of the study it is an interview via
telephone. Therefore, the study will take place in the participant’s preferred environment.
What is the time commitment for participating in this study?
The online survey will take approximately 20 minutes. The follow up semi-structured interview
will take approximately 30 minutes.
What will you be asked to do if you choose to participate in this study?
1. You will be asked to complete the study via Survey Monkey he or she will receive by email. It will include short answer questions and a standardized assessment, The Team
Climate Inventory-14, which is a 14-item Likert study. On the last slide you will be
asked if you are interested in participating in a follow up semi-structured interview and
will provide preferred contact information if interested
2. You and the researcher will schedule a convenient time after the initial study to complete
the second part of the study, which entails a semi-structured interview. There are
approximately 9 questions with appropriate prompts or follow up questions as needed.
What information is being measured during the study?
• The Team Climate Inventory-14: This standardized assessment measures team
functioning. Team functioning includes vision, participative safety, task orientation and
mutual support
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•

The semi-structured interview will examine team-based care. Specifically themes related
to the principles of team-based care will be examined and include shared goals, clear
roles, mutual trust, effective communication and measureable process and outcomes, as
identified by Mitchell et al. (2012).

What are the risks of participating in this study and how will these risks be minimized?
There is minimal risk for participating in this study; you may withdraw from the study at any
time. There is a risk of loss of confidentiality as some protected health information (PHI) is
being collected. This risk will be minimized as PHI will be coded on separate documents and all
data will be stored on a secured server only the researchers in this study will have access to. A
potential inconvenience is your time needed to complete the study. A potential inconvenience is
your time needed to complete the study. In order to minimize risks, the semi-structured follow
up interview is voluntary and you will only be contacted should he or she provide additional
contact information via Survey Monkey.
What are the benefits of participating in this study?
The potential benefits of participating in this study is to better understand team-based care when
an occupational therapist is present to better serve the needs of clients seeking primary care
services. This study could potential improved team-based care in primary care settings. There
are no direct benefits to you for participating in this study.
Are there any costs associated with participating in this study?
There are no additional costs you will have by participating in this study.
Is there any compensation for participating in this study?
No compensation will be provided for participating in this study.
Who will have access to the information collected during this study?
The data collected will be stored on a secure server at Rush University Medical Center or
encrypted thumb drive. Lydia Royeen and Steven Taylor, who is assisting with semi-structured
interviews will have primary access to the data.
The data collection will be shared with co-investigator of the study. It is intended the deidentified data will be used in publications and/or conferences; no personal identifiers will
be used during publication purposes.
What if you want to stop participating in this study?
You can choose to stop participating in the study at anytime for any reason. You will not suffer
any prejudice or penalty by your decision to stop your participation. You will experience NO
consequences personally if you choose to withdraw from this study.
The investigator can also decide to stop your participation in the study without your consent.
As in all research, there may be unforeseen risks to the participant. If an accidental injury
occurs, appropriate emergency measures will be taken; however no compensation or additional
treatment will be made available to you expect as otherwise stated in this information sheet.
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Should you have any questions prior to or during the study, you can contact the student
investigator, Lydia Royeen at lydia.l.royeen@wmich.edu or 618-799-8667. You may also
contact the Chair, Human Subjects Institutional Review Board at Western Michigan University
at 269-387-8293 or the Vice President for Research at 269-387-8298 if questions arise during the
course of the study.
In addition questions about this research study may also be directed to Rush Office of Research
Affairs at (312) 942-5498.
This information sheet has been approved for use for one year by the Human Subjects
Institutional Review Board (HSIRB) as indicated by the stamped date and signature of the board
chair in the upper right corner. Do not participate in this study if the stamped date is older than
one year.
------------------------------------------------------------------------------------------------------------------I have read this informed information sheet. The risks and benefits have been explained to me. I
agree to take part in this study and will acknowledge this by checking yes in the online survey.

Appendix F
TCI-14 Permission from Author
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E-mail communication with author of TCI-14, Marko Elovainio, for permission to use in this
research.

Appendix G
The Team Climate Inventory-14 (Kivimaki & Elovainio, 1999)
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Vision

Completely
5

4

3

2

Not at All
1

Strongly
Agree
5

4

3

2

Strongly
Disagree
1

2

To a Very
Little
Extent
1

1. How far are you in agreement with
Team objectives?
2. To what extend do you think your
team’s objectives are clearly
understood by other members of the
team?
3. To what extend do you think your
team’s objectives can be achieved?
4. How worthwhile do you think these
objectives are to the organization?

Participative Safety
5. We have a “we are in it together”
attitude
6. People keep each other informed
about work-related issues in the team
7. People feel understood and accepted
by each other
8. There are real attempts to share
information throughout the team

Task Orientation
9. Are team members prepared to
question the basis of what the team is
doing?

To a Very
Great
Extent
5

4

3
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10. Does the team critically appraise
potential weaknesses in what it is doing
in order to achieve the best outcome?
11. Do members of the team build on
each other’s ideas in order to achieve
the best possible outcome?

Mutual Support
12. People in this team are always
searching for fresh, new ways of
looking at problems
13. In this team we take the time
needed to develop new ideas
14. People in the team cooperate in
order to help develop and apply new
ideas

Strongly
Agree
5

4

3

2

Strongly
Disagree
1

Appendix H
Survey Monkey: Occupational Therapist Short Answer Questions
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1. What is your age?
2. What gender do you identify with?
3. How many years of professional experience do you have as an OT?
o 0-5
o 5.1-10
o 10.1-15
o 15.1-25
o More than 25 years
4. Which state do you practice in?
5. Which regional description best matches the community your work setting is within?
o Urbanized area, a population of 50,000 more
o Urban cluster, a population of at least 2,500, but less than 50,000
o Rural, a population of less than 2,500
6. What is your highest degree: if you are currently completing a degree, please click other
and state both your degree and aspired degree.
o Certificate
o Associates degree
o Master’s Degree
o Professional Doctorate Degree
o PhD
o ScD
o Other
o MOT pursuing PhD
o BS pursuing OTD
7. What type of primary care setting do you work in?
o Medical home
o Federally Qualified Health Center
o Private Practice
o Private Practice (affiliated with an Academic Medical Center)
o Practice affiliated with an Academic Medical Center 2
o Other:
8. What type of specialization does your office have?
o Pediatric
o Family Health
o Mental health
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o
o
o
o
o
o
o
o
o
o

Gerontology
Women’s health
Community health
Neurology
Rheumatology
Endocrinology
College Health Center
Other: Please describe
Pain
Occupational, Family and preventative medicine

9. Please name your site; this is for purposes of data collection only and will not be shared
outside of the researchers involved in the study.
10. How many hours/days per week are you currently in the primary care setting? (ex: 3
hours/4 days a week).
11. How long has OT been in the current primary care practice? (ex: 3 years 6 months).
12. Is primary care where you spend the majority of your workday?
•
•

Yes
If no, then will be asked following question:
o What is your primary work setting as an OT?
• Academia
• Community
• Early intervention
• Freestanding outpatient
• Home health
• Hospital (non-mental health)
• Long-term care facility/skilled-nursing facility
• Mental health
• School setting
• Other: please describe
• Student: Primary care
• Hospital based outpatient
• Primary care

13. How do you obtain OT referrals? Please select all that apply:
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•
•
•

Electronic medical record
Fax or paper copy
Other:

14. What is the referral process for OT in your setting?
• OT requests to provider to evaluate patient
• Provider requests to OT to evaluate patient
• Patients are scheduled in advanced by office
• Other provider request for OT (ex: social worker)
• Patient request
• Other: please describe
15. Approximately how many evaluations have you performed in the primary care setting?
•
•
•
•
•

0-10.
11-25.
26-50.
51-100.
100+.

16. Approximately how many follow up treatment sessions have you performed in the
primary care setting?
• 0-10
• 11-25
• 26-50
• 51-100
• 100+
17. What types of diagnosis do you often work with?
• Arthritis
• Cancer
• Low back pain
• Alzheimer’s/Dementia
• CVA/TIA
• Parkinson’s
• Hip/knee pain
• Cardiac related issues
• Obesity
• Hypertension
• Diabetes
• Other: Please describe:
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18. What type of deficits do you often address?
• Falls
• UE weakness/pain
• LE weakness/pain
• Back pain
• Mobility deficit
• De-conditioning
• Psychosocial
• Other: Please describe:
19. What evaluation tools do you often use?
20. What types of interventions do you often implement?
• ADL training
• Transfer training
• Caregiver training
• Fall prevention
• Cognitive screening
• Adaptive durable medical equipment recommendations
• Routine planning/self care management
• Home exercise programs
• Home safety recommendations
• Energy conservation techniques
• Body mechanic education
• Visual compensatory techniques
• Cognitive compensatory techniques
• Other: please describe
21. Please identify how you primarily provide interventions to the patient, identify all that
apply. In the primary care office where the provider sees the patient
• I take the patient to a different location but see them the same day
• I see the patient a different day in the provider office.
• I see the patient a different day at a different location.
• Other: please describe
• telehealth
22. How many of each health care professional work 20 hours or more a week within your
primary care office?
• Nurse practitioner
• Physician assistant
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•
•
•
•
•
•
•
•
•

MD
DO
Speech Language Pathologist
Physical Therapist
Social worker or case manager
Pharmacist
Psychologist
Nutritionist or Dietician
Other…

23. Have there been new changes in the primary care office recently? If yes, please describe.
24. Please describe how you are reimbursed. Example: billing for services, grant funding,
affiliated with faculty practice, etc.

Appendix I
Survey Monkey: Other Health Care Professional Short Answer Questions
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1. What is your age?
2. What gender do you identify with?
3. What is/are your professional accreditations?
4. How many years of professional experience do you have in your current profession?
• 0-5
• 5.1-10
• 10.1-15
• 15.1-25
• More than 25 years
5. What type of specialization does your office have?
• Pediatric
• Family Health
• Mental health
• Gerontology
• Women’s health
• Community health
• Neurology
• Rheumatology
• Endocrinology
• College Health Center
• Other: Please describe

6. Which state do you practice in?
7. Which regional description best matches the community your work setting is within?
• Urbanized area, a population of 50,000 more
• Urban cluster, a population of at least 2,500, but less than 50,000
• Rural, a population of less than 2,500
8. Please name your site; this is for purposes of data collection only and will not be shared
outside of the researchers involved in the study.
9. How many hours/days do you work in the primary care setting? (ex: 8 hours 5 days a
week)
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10. Approximately how many referrals have you given OR how many patients have you
worked with who have received services with the OT affiliated directly with your office?
• 0-10,
• 11-25
• 26-50
• 51-100
• 100+

11. How long have you worked with an OT in your current primary care setting?
12. Have there been new changes in your office recently? If yes, please describe.
13. Would you consider having another health care professional integrating into the setting?
Please explain.

Appendix J
Interview Questions for Other Health Care Professionals (Non-OT)
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•

What has it been like for you to work with an OT in the primary care practice?

•

Tell me about your understanding of OT services? Has it changed since an OT started in
your setting?

•

(Provider question) How does referring a patient work? Is there follow up after the
occupational therapist sees the patient? (non-provider question): How does
communication happen on a client you and the OT have seen?

•

Think about a time you (referred a patient to OT OR collaborated with an OT) in your
setting, can you describe the situation and experience?
o Why did you (refer the client to OT OR collaborate with the OT)? What was your
impression of the intervention?
o Has there been a time where a client or client’s family member been involved? If
so, please give an example

•

What barriers have you come across when working with an OT in the primary care
setting? Can you identify any supports?

•

How do you perceive OT’s role on the primary care team? Can you give an
example?

•

How are outcomes of the primary care team monitored in your setting? (example: Joint
commission, patient satisfaction)

Appendix K
Interview Questions (OT)
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•

What has it been like for you to work with the primary care team?

•

How would you describe your role(s) as part of the primary care team? (ex: generalist,
gatekeeper).

•

Are members of the primary care team familiar with OT services?

•

How does referring a patient work? Do you follow up with the provider? If so, how?

•

Think about a time a primary care clinician referred a client to you, can you describe the
process and experience?

•

Think about a time you collaborated on a client with another member of the primary care
team (not primary care clinician), can you describe that process and experience.
•

Can you tell me about a time you collaborated with a primary care team member
and the patient or patient’s family?

•

What barriers have you come across when working in the primary care setting? (ex:
space, documentation, lack of OT knowledge, billing, timing)
o Follow up: Have you overcome any of those barriers to be more effective in
your role? Do you have ideas of how those barriers can be overcome (Can you
think of ways you could be more effective in your setting?)

•

What supports can you identify that promote successful integration onto the primary care
team? (knowledge, equipment, ,personality, culture of setting) What would allow you to
be more productive in this setting? What made you successful in this setting?

•

How are outcomes of the primary care team monitored in the primary care setting?
(Example: The Joint Commission, patient satisfaction) .
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•

Have there been any intended or unintended outcomes?

•

How are you reimbursed for time? Is this reimbursed?

Appendix L
Deductive Codebook

226

227
Codes derived from: Mitchell, P., Wynia, M., Golden, R., McNellis, B., Okun, S., Webb, C. E.,
Rohrback, V. & Von Kohorn, I. (2012). Core principles & values of effective team-based health
care. Discussion Paper, Institute of Medicine, Washington, DC. Retrieved from
www.iom.edu/tbc on January 31, 2018.
Shared goals
• Definition: “The team- including the patient and, where appropriate, family members or
other support persons- works to establish shared goals that reflect patient and family
priorities, and that can be clearly articulated, understood, and supported by all team
members.”
• Patient centered care: The goals and performance of the team are based on the needs of
the patient and family.
• Shared goal setting: understanding patient’s or family’s needs to help create goals
• Evaluation of progress: (towards shared goals)
o Rounds: Proper time, space and support for information exchange

Clear Roles
• Definition: “Clear expectations for each team member’s functions, responsibilities, and
accountabilities, which optimize the team’s efficiency and often make it possible for the
team to take advantage of division of labor, thereby accomplishing more than the sum of
its part.”
• Understanding of roles: “essential for team members to develop a deep understanding and
respect for discipline-specific roles and responsibilities can be maximized to support
achievement of team’s shared goals.”
• Defining roles to patients and families: “important for them to understand roles in order
to participate as members of team”
• Expectations set: “first team members determine the roles and responsibilities expected
of them based on the shared goals and needs of patient and family.”
• Ongoing discussion: (about preparation and capacities) to best utilize skill levels
• Autonomy to implement plans
• Flexibility: must anticipate and embrace flexibility as needed
• Identifying most appropriate team member
• Routine roles: “all teams have certain roles and responsibilities that are routinely
indicated to support the team’s functioning. These roles include team leadership, record
keeping, and meeting facilitation as well as other administrative tasks.”
• Leadership: Agreement effective team requires a clear leader, however should be
determined by needs of team and not traditional hierarchy
• Overlapping roles
o Confusion or frustration about roles
o Disruptions of patient care
o Identify best roles responsibilities “best suited”
Mutual Trust
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•
•
•
•
•

Definition: team members earn each other’s trust, creating strong norms of reciprocity
and greater opportunities for shared achievement
Reliability
Documentation (making data transparent)
“Understanding and respecting the rules and culture of the team”
All voices on the team are heard

Effective Communication
• Definition: “The team prioritizes and continuously refine its communication skills. It has
consistent channels for candid and complete communication, which are accessed and
used by all the team members across all settings.”
• Quick information sharing through different channels of communication
o EMR
o Telephone conversations
o E-mails
o In-person communication
• Active listening
o To team
o To family
• Willingness to learn
• Recognizing signs of tension and conflict
• Coach for patient or family member
Measurable Processes and Outcomes
• Definitions: the team agrees on and implements reliable and timely feedback on
successes and failures in both the functioning of the team and achievement of the team’s
goals. These are used to track and improve performance immediately and over time
• Process/outcomes
o Patient outcomes
o Patient care processes that lead to improved patient outcomes
o Value outcomes
• Satisfaction
o Patients
o Team members
• Team functioning: activities that allow team members to reflect if they are functioning
well. Actively seek to build trust

